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Editorial 


UNITED STATES WARS AND ILLINOIS 
DOCTORS 


Part PLayrep 1In Country’s CoNFLIcTs By MEp- 
ICAL MEN OF THE ILLINOIS CouNTRY 


The soldier-doctor will come into his own at 
last, according to plans for the compilation of 
the “History of Medical Practice in Illinois.” 

Haphazard and scattered records are the only 
available annals of military medical service prior 
to the World War. A large part of these is prac- 
tically inaccessible for general and immediate 
reference, and an even larger part is sadly in- 
complete. Even those chronicles procurable from 
the libraries of the Adjutant-General of Illinois, 
the Surgeon-General of the U. S. A., the 
Adjutant-General of the War Department, or the 
Congressional Library show many lapses. Much 
of this missing material is in the histories of 
various counties, in court records, family albums 
and traditions, Bibles, in community statistics 
and in the post-war organizations of the veterans 
themselves. 

It is sad but true that the memory of these 
men is neglected where general records are con- 
cerned, through a lack of accuracy. For in- 
stance, in reports of the Spanish-American war, 
published in August issue, there appeared only 
thirty-five names of Illinois men in medical 
service, with no mention at all of the contract 
surgeons serving then, and in the Army of the 
Philippines. The contract surgeons for the 
Spanish-American War and Philippine Insur- 
rections is published in this issue. 

Medical men or women who had war service 
personally, or relatives of such physicians, will 
confer the tribute due to those sacrifices by send- 
ing at once a complete record of military service 
during any of the conflicts waged by the United 
States from the time of the War of the Revolu- 
tion to the World War. This includes those who 
were acting assistant, or contract surgeons, or in 
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the line, or with other staff organizations, and 
needs to be completed in every detail. Kindly 
scrutinize the lists presented in this magazine. 
Note the absentees; search your personal and 
public records, those at home and in the libraries 
and public files, and the information 
gleaned thereby direct to me at 25 East Wash- 
ington Street, Chicago, IIl., obliging thereby 
P. J. H. Farrety, M.D. 


send 





WAR RECORDS WANTED OF 


DOCTORS 
rom THE REVOLUTIONARY TO THE WorLD War 
Col. P. J. H. Farrell, M.D., patriot and vet- 
eran of four wars, has been charged with the 


ILLINOIS 


responsibility of securing the war records of his 
confreres, living or dead, for “The History of 
Medical Practice in Illinois.” 

So far as is known to the Committee on Med- 
ical History, there is no man better equipped 
for this important service than is Col. Farrell. 
He has the assistance of the Surgeon-Generals 
of the Army and Navy, the War Department, 
Adjutant General of Illinois, and is thoroughly 
familiar with military affairs, and with his fellow- 
physicians. The period covered is so extensive, 
and 
friends so widely scattered in many instances, 


and older records so obscure, heirs or 
that Col. Farrell must have help from every pos 
sible quarter. It is little enough to ask of the 
general public, and the profession at large for 
the sake of those who are dead, and whose service 
in the public behalf deserves at least this much 
recognition. It goes without saying that the 
committee desires to have the war record of each 
man as detailed and accurate as it is humanly 
make it. With co- 
operation Col. Farrell can achieve this. Send 
your information to Col. P. J. H. Farrell, 25 
East Washington Street, Chicago, Tl. A list of 
physicians serving in earlier wars is published 


possible to’ everybody’s 


in this issue. Additions and corrections will be 
appreciated. 


LAY PERSONS ASSIST 


TORY 


MEDICAT, 
COMMITTEE 


HIS- 


Ovursipers Riva Mepicant Proression in Dia- 
aing Up Data From OLp RecorpDs 

The letter being sent out to newspapers all 

over the state by the Medical History Committee, 
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is achieving excellent results, especially where 
lay persons are concerned. 

Newspapers are co-operating by publishing the 
committee’s request, for general assistance in 
assembling data concerning pioneer physicians 
and early medical practice in the [Illinois 
Country. 

Two shining examples of this concurrence may 
be found in the articles published below in this 
issue and based upon information sent in by 
Harold W. Trovillion, publisher of the Herrin 
News at Herrin, IIl., and H. E. Kimmel, an at- 
torney of Du Quoin, IIl., who says he saw the 
request “in our local paper.” 

Will members of the profession please try to 
emulate these two contributors ? 





FIRST WORLD WAR VICTIM A PHYSI- 
CIAN, NOT DOUGHBOY 

After four years and five months’ silence, dis- 
covery is made that the first member of the 
American Expeditionary Force to be killed in 
France during the World War was not a dough- 
boy, but a physician—Dr. William R. Fitsim- 
mons of Kansas City, Mo., a lieutenant in the 
Medical Corps attached to Base Hospital No. 5. 

Heretofore credit for the first sacrifice has 
been given to a doughboy and a monument 
erected to his memory in the Toul sector com- 
memorating the spot on which he gave up his 
life. In 
a citation to the father of Private George Ash- 
burn of the First Division as the first victim 
offered by America to the Allied cause. 


the same belief the French awarded 


Now investigation discloses that Dr. Fitsim- 
mons, while assigned to the British forces at 
Dannes-Camiers, was killed on September 15, 
1917, by a German bomb dropped at night in 
the town. The same bomb killed two other mem- 
bers of the corps and wounded three physicians 
and two privates. 

While belated, the 
nitely fixes medicine’s place on the honor roll 


announcement now defi- 


of the war where it properly belongs and we 
are now satisfied. Marking the achievement of 
one of our kind, in fitting memory of his sacri- 
fice in the flower of his youth, American medi- 
cine ought now erect a tablet in the town where 
Dr. Fitsimmons fell.—Medical Pocket Quarterly. 
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SUBSCRIBE NOW FOR THE HISTORY OF 
MEDICAL PRACTICE IN THE STATE 
OF ILLINOIS 
Sold on Subscription 
Authorized by Illinois State Medical Society 
To The Committee on Medical History 
Illinois State Medical Society 
c/o Cashier 
The Bowmanville National Bank 
1806 North Western Ave., Chicago, II. 

UMNO WHEN oso cnnccccesass copies of “THE 
HISTORY OF MEDICAL PRACTICE IN 

Express 

ILLINOIS” by Parcel Post, for which I will 
pay at the rate of Ten Dollars ($10.00) per copy, 
to address below. Enclosed and payable to The 
Illinois State Medical Society History Com- 


mittee is { Draft, Express Ofdcler, }LOP. +++ +++eeees 
eS ee ) 

DEORE bh ceccnie oe i Hata p Cb ssden bp Guwntnwngds < 
EN. WG dw here We ere eee cee 
Chhy Ge TOWN own ccc cc ccccccccsceccvesseees 
PE te ea hn < ae Dab actly nee baa ae we 


Progressive physicians, medical schools, hos- 
pitals, libraries, reference and statistical bureaus, 
and institutions of learning generally will want 
a copy of this volume as a concise, dependable 
authority for daily use. Unique, comprehensive, 
and a long wanted unit of historical value, this 
chronicle of Illinois progress is a record of work 
done for humanity by the profession. These 
annals are a bequest of value for posterity: an 
heirloom for the children, relatives and friends 
of former and present members of the Illinois 
State Medical Society. 

ORDER YOUR COPY TO-DAY! 
LOSE OUT ON THIS! 


DON’T 





PRAIRIE WITCHES AND THE WITCH- 
MASTER WERE TABLE TALK A CEN- 
TURY AGO IN HERRIN COUNTY* 
Tue Wircues Broapcastep “THe JeRrKs” AND 
THE “WiTcHMASTER” Curep THE TWITCHES 

Witchcraft was one of the devastating mental 
plagues with which reputable doctors of the IIli- 
nois Country had to contend a hundred years 
ago, and, to be accurate, even less, practically up 
until the last 40 years. 


*Editor’s Note: This is one of the articles received as a 
result of the newspaper letter from the Medical History Com- 
mittee. 
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For as late as 1835, acording to chronicle, and 
even later insofar as old wives’ gossip is con- 
cerned, there were “a great many witches in 
Williamson County.” According to “The Bloody 
Vendetta” or “The History of Williamson 
County,” as published by H. W. Trovillion of the 
“Herrin News,” at Herrin, Ill. : 

“The way these women got to be witches was 
by drawing their own blood, writing their own 
names in it, and giving it to the devil, thus 
making a league with him. The most noted 
witch in this county was an old lady by the 
name of Eva Locker, who lived on Davis’ prairie. 
She could do wonders, and inflict horrible spells 
on the young, such as fits, twiches, jerks and such 
like. Many an old lady took the rickets at the 
mere sound of Eva Locker’s name. When Eva 
Locker inflicted a dangerous spell, the parties 
had to send to Hamilton County for Charley 
Lee, the great witchmaster, to cure them. This 
Charley did by shooting Eva’s picture with a 
silver ball and some other foolery. It was a 
nice sight to see this old fool set up his board 
and then measure, point and cypher around like 
an artillery man planting his batterv, while the 
whole family stood around, veiled and with the 
solemnity and anxiety of a funeral.” 

Now the belief in witchcraft, so records tell, 
prevailed in the east side of Herrin county at 
a very early day. To the witch was ascribed 
the usual powers of inflicting strange diseases 
destroving cattle, by shooting the beasts with 
a ball of hair; and also the power of placing 
spells and curses on guns and other shooting 
pieces. More ample capacity for mischief can 
not be imagined. One of the hidden mysteries 
understood by none but the witches was the means 
by which these afflictions were laid upon man, 
beast and inanimate objects. Since such black 
magic is non-existent except in charlatan adver- 
tisements it is small wonder that the mvstery 
still pursues the memory of witches. 

Eva Locker seems to have been the queen 
bee of all the necromancers. Not a wizard could 
affect her by so much as a pennyweight. Writing 
further Trovillion says: 

“None of the wizards could do anything with 
Eva. Before this great wizard only the famous 
wizard of Hamilton County, Charley Lee, the 
witchmaster, was the only one who could avail. 

“Here are some of the superstitions: (1) When 
a man concluded that his neighbor was killing 
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too many deer around his field, he would spell 
the neighbor’s gun. This was done by going out 
early in the morning, and, on hearing the crack 
of the rifle, the irate one would walk backwards 
to a hickory wythe into which he would tie a 
knot in the name of the devil. This would ren- 
der the offending gun worthless until the knot 
was untied, or it might be taken off by putting 
nine new pins in the gun and filling it with a 
peculiar kind of lye, then corking it up and 
setting it away for nine days. One man told 
me that he had tried this and that it had broken 
the spell. Just before that he had drawn right 
down on a deer, not over twenty steps distant, 
and never cut a hair. (2) Cows when bewitched 
would go into mudholes and no man could drive 
them out, but the witch, or wizard, by laying 
the open Bible on their backs, could bring them 
out; or, ‘cutting off the curls out of their fore- 
heads and their tails off, and putting nine pins 
in the tails and burning off the curls with a 
poker’ might act as a first aid measure as this 
action would bring the witch to the spot and 
allow of the matter being settled as our fathers 
settled their business. (3) Witches were said to 
milk the cows of the neighbors by means of a 
towel hung up over the door, when the milk was 
extracted from the fringe. 

“Of course if such deviltry were practiced 
nowadays the parties involved would be arrested 
for theft. Laws against cruelty to animals have 
supplanted herds of bob-tailed cows. 

“The idea prevailed also, that the devil would 
appear upon a man’s reading certain books used 
by hard-shell Baptists. 

“Happily for the honor of human nature the 
helief in those foolish and absurd pretensions 
have been discontinued during the last forty 
years by an enlightened public. For those strange 
diseases that were so little understood, medical 
science has revealed remedies. The spell has been 
broken from the gun forever by untying the 
knot of ignorance and permitting the light of 
reason to flood the mind. The practice of lo- 
cating water by means of a forked switch flour- 
ished from 1850 up until 1860 but was palpably 
so foolish that this idea died with small oppo- 
sition to its passing. 

As a result statistics from Williamson County, 
for which credit must be given also to Tro- 
villion, narrate that: 

“This county has suffered less from _pesti- 
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lence, failures and drouth than any county in 
the state. The seasons are good and people gen- 
erally healthy. Doctor bills for the entire county 
do not exceed $40,000 annually. In July, 18+9, 
cholera made its first appearance, but caused only 
a few deaths. Reappearing in 1866 for a stay 
of six weeks, over twenty-five persons were taken 
away and the city of Marion vacated. Notable 
among the deceased were the ‘three beautiful 
Ferguson girls, ladies without a parallel in all 
the arena of beauty and refinement.’ On several 
occasions Williamson County has been invaded 
by small pox, but without a large death rate until 
1873, when many on the south section died. 
Mortality rate in Williamson County is thre 
per cent on the basis of a population of 23,000.” 





DUQUOIN LAWYER PAYS TRIBUTE TO 
PIONEER DOCTORS* 
ConTRIBUTION From LAw To MepIcine THrows 
Licut on Jackson County “Sapp.e Bacs” 

H. E. Kimmel, attorney-at-law in DuQuoin, 
sends in notes about some early physicians that 
may be of inspiration to others, both of the pro- 
fession and among the lay friends of the science 
of medicine, for the obtaining of material for 
“The History of Medical Practice in Illinois.” 

“Dr. Conrad Will, of Philadelphia, a doctor, 
a statesman, civicist and manufacturer of salt,” 
writes Mr. Kimmel, “established Brownsville, 
Jackson County, in 1816. This town, now out 
of existence, was about four miles west of Mur- 
physboro. Dr. G. T. Wall, of Rhode Island, set- 
tled in what is now known as Old DuQuoin in 
1840, and practiced there until 1890. One of his 
granddaughters, Mrs. F. E. Pope, lives now in 
Spokane, Wash. 

“Another pioneer physician was Dr. Melton or 
Milton Mulkey, of Kentucky, who came to Iili- 
nois in 1817 from Kentucky and settled in Frank- 
lin County on a site later named Mulkeytown in 
his honor. Dr. Louis Dyer and Dr. Tetrick were 
other pioneers as was also Dr. McLean, father 
of Dr. Guy McLean. 

“One. of the first homeopathic physicians to 
reach Illinois was Dr. John Pyle, Jr., who with 
his father, Dr. John Pyle, Sr., were soldiers and 
physicians in the British Army in North Caro- 
lina, during the War of the Revolution. The 
junior Dr. John Pyle went to Christian County, 
~ *Editor’s Note: This is the second of the articles received 


as a result of the newspaper letter sent out by the Medical 
History Committee. 
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Kentucky, in 1806 and came to Illinois three 
years later, going back shortly afterwards be- 
cause of Indian troubles. In 1817 he started 
again for Illinois, but died before he could arrive 
here. The family located in DuQuoin, however, 
and two sons, Dr. Octavius Pyle and Dr. Hiram 
Pyle, continued the father’s practice. Their 
knowledge of medicine was dynastic, and by 
word of mouth, handed down from several gen- 
erations. Dr. John Pyle, Jr., restricted his prac- 
tice to the immediate family. In 1854 Dr. 
Octavius Pyle went to Grant City, Worth County, 
Mo. Hiram followed him only to return to 
DuQuoin and mix farming and doctoring until 
his death in 1875. He was assisted by his daugh- 
ter, Mrs. Lucinda Gill, who though 87 years of 
age is still living. One of William Pyle’s daugh- 
ters married Dr. Joseph Brayshaw, who settled 
in DuQuoin about 1840.” 

This illuminative letter from Mr. Kimmel, 
containing as it does possible addresses of the 
descendants of these men, affords an excellent 
model for imitation if those early medical men 
are to receive justice at the hands of their pro- 
fessional descendants. Let everybody take hold, 
make a little effort and send in some data, espe- 


cially photographs, and if possible old diaries, 
prescription records and the like. 





REPORT OF LAY EDUCATION COMMIT- 
TEE AS PRESENTED TO THE COUNCIL 
OF THE ILLINOIS STATE MEDICAL 
SOCIETY, SEPTEMBER 3, 1924 

This is to be an unvarnished account of the 
activities of this committee in the five months 
since it was taken over by your present director. 
A part of the Lay Education Campaign is in 
excellent condition; some of it is not. But be- 
fore going into the details pro and con, I want 
to make clear that whatever you find here that 
is not well done, that is incomplete, or ill ad- 
vised, is not in any sense to be charged to the 
account of the medical profession in Illinois. 

I have made no reasonable request of any 
member in good standing of the Illinois State 
Medical Society which has been refused. Your 
men have good naturedly devoted time, money, 
and energy to the task of giving a layman an 
intelligent concept of what your problems are 
and in what phases of them the lay public should 
be instructed. 

This campaign, which originally took into con- 
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sideration only the formation of a state press 
bureau for general information on medical sub- 
jects, has extended itself into five general de- 
partments. 

I, THE SPEAKERS’ BUREAU. 

Forty-one definite appointments have been 
made in September, and sixty-seven in October, 
for our members to appear before various lay 
organizations such as Lions Clubs, Kiwanis, Op- 
timist, Rotary, Parent-Teachers organizations, 
Woman’s Clubs, the Farm Bureaw and fraternal 
and trade organizations. Of this total of 108 for 
the two months, fifty-one are in Chicago, and 
its suburbs, and fifty-seven down-state. Promises 
have been made to supply speakers to a total of 
382 organizations before May 1, but except by 
special request no appointments are definitely 
scheduled more than sixty days in advance. 

A total of 194 apparently competent men 
have indicated their willingness to serve as 
speakers in the bureau and it is our pupose to 
call upon them from one to four times each. 
Many undoubtedly capable speakers I have not 
had the opportunity of reaching and it is hoped 
to reach them and to use them in the second 
half of the year’s program. 

There are not included in this total talks 
which I have myself agreed to give before lay 
organizations on the two subjects, “Meeting You 
Half Way”—discussing the value to a commu- 
nity of co-operating with its own doctors—and 
“The Romance of Modern Medicine”—which 
treats of the profession as it appears to an out- 
sider. Appointments are also to be made in 
Chicago for Miss Voltaire, local detail worker 
of the Chicago Medical Milk Commission. 

The schedule is so planned that ten per cent. 
of the talks will be given in September; twenty 
per cent. in October; twenty-five per cent. in 
November ; five per cent. in December; ten per 
cent. in January; fifteen per cent. in February ; 
ten per cent. in March; and five per cent. in 
April. Of the twenty-two twenty to thirty min- 
ute talks to be offered to the public, nineteen 
are now ready and have been tried out, and 
the remainder are in such shape that they can 
be whipped into form at twenty-four hours no- 
tice. Talks on special subjects can also be pro- 
vided at three weeks notice. The list of subjects 
follows: 

1, . THE ROYAL ROAD TO HEALTH. 

2. THE BEST WAY TO BETTER BABIES. 
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3. SPECIAL MEDICAL SUBJECTS. 
(a) The Truth About the Ductless 
Glands. 
(b) The Twentieth-Century Child. 
(c) Outposts in the Fight Against Cancer. 
Outposts in the Fight Against Tu- 
berculosis. 
Outposts in the Fight Against Diph- 
theria. 
Outposts in the Fight Against Dia- 
betes. 
Outposts in the Fight Against Old 
Age. 
(d) What Can We Do for the Sub- 
normal Child ? 
4, SOCIAL, ECONOMIC, AND CIVIC PHASES OF 
MEDICAL SUBJECTS. 
(a) Law Enforcement from the Point of 
View of 8,000 Doctors. 
(b) The Case Against Bureaucracy. 


(c) Food Facts and Community Respon- 
sibilities. 
A Square Deal for Your Son and 
Daughter. 
(e) Community Control of Epidemics. 
Community Control of the Narcotic 


(d) 


Problem. 
Community Control of Social Dis- 
eases, 
(f) Meeting You Half Way. 
PROFESSIONAL SUBJECTS STRESSING 
HUMAN INTEREST PHASE. 
(a) Medicine as a Vocation and an Avo- 
cation. 
(b) The Romance of Modern Medicine. 
(c) Why It Takes Eight Years to Make 
a Doctor. 
(d) What’s New in the World of Medicine. 

II. THE RADIO. 

Between May 16 and July 4 eight talks were 
given from WLS Fridays, at the Home Institute 
Hour, 3:45 to 4:45. We have been offered by 
their medical department the same courtesy for 
the coming year. Arrangements have been made 
for a total of about 140 ten-minute radio talks 
to be given from KYW, WMAQ, WEBH, and 
WQJ in Chicago, WTAS in Elgin, and KSD in 
St. Louis. 

Fifty-eight of these talks are now ready, ma- 
terial is on hand for thirty-five more, and inter- 
views must be made for the balance of forty- 
seven. It is planned to run these talks as specials 
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on the various programs, assuming that they will 
have greater attention value than by following 
the form of the U. 8. Bureau of Public Health 
and other welfare agencies. Applause cards will 
be furnished the membership of each branch and 
county society. It is hoped that your members 
will listen in to these talks and give us the 
benefit both of their praise and their criticism. 
We shall not begin our active radio program un- 
til static difficulty has been minimized. Sixty- 
two men have volunteered to assist us in 
broadcasting these talks. At least twice as many 
are needed. 

III. MAGAZINEs. 

Material is being prepared and some first ar- 
ticles have been accepted for series to run in the 
following magazines, whose publishing offices are 
in Chicago: Social Progress, Junior Home Mag- 
azine, Extension Magazine, Woman’s Weekly, 
Woman’s World, Manufacturers News, and Com- 
merce. The combined circulation in [Illinois of 
these publications is estimated at 350,000. 

IV. NEWSPAPERS. 

The showing in this department is not good, 
largely owing to the fact that it has been neg- 
lected for work on the Speakers’ Bureau defi- 
nitely promised for September: However, 117 of 
the newspapers of the state have used in some 
shape material supplied them from this bureau. 
The total list, exclusive of trade and foreign 
language publications, numbers around 844. It 
is planned to organize the journalistic work 
around specific interests and needs of each com- 
munity, a proceeding which will take rather more 
time but which experiments to date have proven 
will insure better co-operation from the editors 
who give us space and will make possible more 
valuable reader attention. 

V. BRANCH AND COUNTY SOCIETY SERVICE. 

In the interval since the state meeting at 
Springfield I have been able to devote to this 
project a trifle more than half of my time and 
have visited medical societies in Vermilion. 
Champaign, St. Clair, Whiteside, Rock Island, 
La Salle, Sangamon, and Coles Counties, as well 
as fourteen of the affiliated groups in Cook 
County. I have interviewed 478 doctors, tabu- 
lated the qualifications of each, and have received 
promises from 470 to take a definite part in this 
campaign, From the material that has been com- 
piled so far, and from highly gratifying experi- 
ments made in that direction, we feel justified 
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in offering service to the societies along the 
following lines : 

(1) A clearing house for the program com- 
mittees. Lists are available of men who have 
done distinctive work in the component organiza- 
tions. These are offered for the convenience of 
program committees wanting suggestions during 
the coming year. Names of lay persons having 
a message of interest for medical men will also 
be on file. 

(2) Copy and service for periodical health 
examination letter campaigns. 

(3) Material for health week drives or spe- 
cial campaigns of value to the local medical so- 
cieties, including posters, moving picture films, 
lantern slides, novelty announcements, and made- 
to-order write-ups. Part of this material is bor- 
rowed, part of it can be purchased at your order. 
Give us full details and we can give you intelli- 
gent assistance. 

(4) Publicity service especially planned for 
star programs or important campaigns of all 
affiliated societies. The best work will be done 
in this service, as in the others offered, if ade- 
quate time is allowed for the preparation of 
material. 

In the way of general service the committee 
has received forty-nine requests from outside the 
state for definite assistance in the way.of ma- 
terial, Jay-outs, and plan work, These came from 
Wisconsin, Michigan, Indiana, Missouri, Colo- 
rado, Texas, Kentucky, South Dakota, and Ohio. 

The least showy part of the work on the Lay 
Education Campaign lies in the months behind 
us. In bringing the material that has been gath- 
ered to the attention of the general public, we 
will undoubtedly make many mistakes. If this 
committee can count on as generous co-operation 
in the next three or four months as has been 
given by the Illinois State Medical Society dur- 
ing the trying period of preparation, we believe 
that these mistakes can be minimized and that 
at worst they will occur no more than once. How- 
ever, let us be perfectly frank about what we 
can do, what we should do, and what we hope 
to do for lay education in Illinois. By the first 
of January our activity can be made thoroughly 
familiar to all the members of your own or- 
ganization. By the end of the year most of the 
reading and intelligent public will have a fair 
idea of what we are trying to do. It will take 
five years at the least of conscientious, consistent, 
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and persistent hard work to make this campaign 

of moment in molding public opinion. Education 

is cumulative in its results, like a good many of 

the treatments that you know more about than I. 
Lay Epvucation CoMMITTEE. 
B. C. Kexter, Director. 





THE MEDICALLY UNEDUCATED ARE 
NOT EQUIPPED TO PASS UPON 
WHAT IS OR IS NOT CANCER 

Cancer has a far higher place in the death 
rate of men and women over forty years of age 
than has pneumonia, tuberculosis or typhoid 
fever. One woman out of every eight, and one 
man out of every fourteen in the “forty-plus” 
classification, dies of cancer in some form. Liter- 
ally cancer is the “gum-shoe” enemy of the race 
as its approach is practically painless. Condi- 
tions that demand early investigation by the 
family physician are suspicious discharges as 
signs of internal cancer, and lingering warts, 
moles, or lumps as signs of external cancer. 

In the early stages cancer is curable. Few dis- 
cases are more exploited by quacks and charlatans 
than is cancer. The non-suspicious nature of its 
seedling state make this an especially profitable 
field for the unscrupulous. There is no cancer 
remedy that is applicable by the inexpert. Cancer 
is not an affliction to be meddled with by “home 
treatments” of any sort. Surgery or cautery by 
radium, or by the x-ray or combinations of 
these methods in the hands of skilled men or 
women are the methods by which cancer may be 
stamped out. It has been well said that “where 
cancer is concerned, he who hesitates is lost.” 

Danger signals that hold possibilities of cancer 
include : 

(1) Any lump, especially in the breast. 

(2) Irregular bleedings or discharges. 

(3) Any sore that does not heal—espevially 
about the tongue, mouth or lips, and that may 
he the result of irritation from broken teeth or 
mechanical dental inserts. 

(4) Persistent 
weight. 

The medically uneducated are not fitted to 
pass upon what is or what is not cancer. Those 
who suspect a cancerous infection should go im- 
mediately to a reputable physician or to a stand- 
ard hospital for thorough examination and 
diagnosis, 


indigestion. with loss of 











160 ILLINOIS MEDICAL JOURNAL 


A NEW CHAIR AT JEFFERSON MEDICAL 
COLLEGE. 

In recognition of the far-reaching developments 
of bronchoscopy in the diagnosis and treatment 
of diseases of the lungs and of esophagoscopy 
and gastroscopy in the diagnosis and treatment 
of diseases of the esophagus and stomach, the 
board of trustees and faculty of the Jefferson 
Medical College have created a new chair to be 
known as the Department of Bronchoscopy and 
Esophagoscopy. Dr. Chevalier 
merly professor of laryngology in the Jefferson, 
has been elected to the professorship of the new 
department. Dr. Fielding 0. Lewis has been 
elected to fill the chair of laryngology vacated 
by Dr. Jackson. 


Jackson, for- 





RESOLUTION ON DEATH OF DR. GEORGE 
ELMER LYON. 

Wuereas: Dr. George Elmer Lyon was a 
man true to his ideals; was kind and faithful to 
his patients; was public spirited; was always 
thoughtful of his brother physician in his rela- 
tions with him; was a devoted husband and 
father; was an ideal to and an inspiration for 
the boyhood of our community, and, 

Wnenreas, he was a true, noble and capable 
physician; a member of the Decatur Medical 
Society, faithful attendant at all meetings of 
the society, intensely interested in medicine, 
and, 

Wuenreas, the Lord Almighty has seen fit to 
take him from us and make him a true physi- 
cian—one of the spirit. 

Be it resolved, That we, the Decatur Medical 
Society, herein assembled, do offer to the be- 
reaved wife and children our most sincere sym- 
pathy and our expression of deep grief which we 
all feel in this hour of sadness; that we assure 
them that our brother physician and medical 
associate will be missed as the years go by as 
there will exist an empty seat among us, and 

Be it further resolved, That the resolution be 
spread among the minutes of this Society; that 
a copy be sent to the family, to the Decatur 
newspapers and to the ILLINo1s MepicaL Jour- 
NAL, 





September, 1924 


WE ARE THE MOST LAWLESS COUNTRY 
ON EARTH 

Judge Alfred J. Talley, of New York, a man 
of immense experience at the induction, August 
11, into the office of Judge William Allen, re- 
cently appointed to the general court sessions 
court of New York, says :— 

One of the things that you will come to learn 
is that you have come on the bench of the great- 
est criminal court of any kind in the United 
States, at a time when this country is suffering 
under an indictment which proclaims it to be 
the most lawless on earth. 

You will find that the United States must 
plead guilty to that indictment. Most of the 
desperate criminals are mere boys. You will 
be heartbroken at discovering that the vast major- 
ity of defendants are under nineteen or twenty 
years old. That is going to be your most dis- 
tressing problem. 

At the meeting of the American Bar Assoc- 
iation in July, in his report on Criminal Proced- 
ure, former Governor Whitman of New York 
showed that the number of criminals in this coun- 
try is increasing steadily. Mr. Casper H. Yost at 
the same meeting said: “Life and property are 
less secure than in any other country on the globe 
that is not in a state of barbarism.” The value 
of property stolen during the last decade has in- 
creased ten-fold; during the last twenty years 
the homicide-rate has more than doubled.” 

“The assertion of Judge Talley will not be 
ascribed to a tendency to sensationalism,” writes 
the Editor of the New York World, “The tragedy 
of it is that no one will challenge the assertion. 
The records speak for themselves, and there is 
no escape from them.” The New York Times 
in an editorial entitled “America First” re- 
marks: “Ten thousand murders a year, and other 
crimes of violence in proportion! Does any 
one feel like boasting of our growth, wealth, 
population, great philanthropies ?” 

Doctors have long pointed out to the public 
the reason for this state of affairs. How long 
before the American people will give the proper 
consideration to the whys and the wherefores 
for this increase in crime? How long before 
our nation will come to understand it? 





An ulcerating chancre or chancroid in the case of a 
man at a cancerous age, may closely simulate a can- 
cer.—Urologic and Cutaneous Review. 
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Milliken, Lurther S..., 
Jones, Chas. DeHaven 
Phillips, Wesley ....... 
Mack, Joel M 

Brown, Lucien 

RN, NS Pi icccncnccetediccescecsvcsevesusetsebeses 
Bailey, William N Kankakee 
Higgins, James M Griggsville 
Van Meter, Henry Williamsville 
Wilson, John F 
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NN BOs cciawnd bop bese snes 0es4h00endonnutunses Decatur 
Heckleman. John Decatur 
Hosteter, Jos. A Decatur 
Wiley, Martin Trenton 
Hood, Humphrey ..Clnton County 
Jennings, Thomas C 

Reece, Madison 

Boude, John K 

Nichols, Elmer 

Corey, Vaughn B 

Numroe, Thomas 

Woods, Reuben 

Byrns, George A...... 

Guild, Phineas K 

Hamilton, James 

Wardner, Philip J 

CR Mined koe caves entenecnwes 
Brownell, Seely 

Knox, William 

Seamon, Marinus E............ 
Mathews, John ‘ 
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Allen, Horace R 

Phillips, John M 

Ballou, Alvin 

Kelso, Henry 

Watson, Francis W 
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Wilcox, Lewis K 
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Danforth, Willis 

Jenkins, Joseph M 

Birney, Samuel H 

Williams, James A 

Lacrone, John 

Thompson, John 

E,W Mic voc scecduenced0ccseeeuesseeeuuneene 
McNeall, Nathan Columbus 
Scroggs, Robert G 
Rowe, James | 
Bigger, David P 
Ferguson, Smith 
Latimer, Charles 
Pierce, Allen 
Shugart, Joseph 
Phillips, George 
Watson, Francis W 
Hagemann, Francis Elgin 
Freeport 
Colling, Russell 

Albin, George 
Walston, Robert 
Iluthardt, Theo. 
Loyd, Henry W 
Frederick 
Meacham, Joseph 
McMahon, Robert 
Boyd, Henry W 
Hess, William H 
Emmons, Francis A... 
VanBuren, Evert 
Adair, William R 
Conley, William J... 
VanBuren, 
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Norred, Charles H 
Hard, Abner 
Crawford, Samuel K 
Nelson, Eugene 
Brackett, Charles 
Wilson, 

Shutt, Augustus A 


St. Charles 
Rochester, Ind. 
Harristown 
Springfield 
Crown Point, Ind. 
McCarthy, John 
Storck, Charles 
Lake, Leonard 
Railhache, Preston H Springfield 
MeeUE, TUG The co cccccesccccccccuscuncccesacgesence Carlyle 
Parker, Henry Washington, D. C. 
Webber, Nathaniel W 
Stangland, Eleazer 
Crawford, Samuel K 
Dow, Samuel Galesburg 
\ndrews, Edmund Chicago 
Weare, Felis The oc ann cicc e600 sesescsscenessqeensmeneeue 
Williams, Hezekiah Alton 
fansom, Giles P 
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CIVIL WAR RECORD OF THE DOCTORS OF 
WINNEBAGO COUNTY MEDICAL 
SOCIETY 


From the Proceedings of Winnebago County Society, 
May 14, 1912. 
1861 MEMORIAL 1865 

Civil War. 

C. H. Richings, M.D., Vol. Surgeon, U. S. Vols. 

Lucius Clark, M.D., Vol. Surgeon, U. S. Vols. 

Amos Scott, M.D., Asst. Surgeon, 153rd Ill. Inf. 

*. Norton, M.D., Surgeon, U. S. Vol. 

’, N. Lyman, M.D., Surgeon 45th Regt. Ill. Vol. Inf 

A. E. Goodwin, M.D., 11th, 69th and 108th Ill. Vol. Int. 

Geo. W. Rohr, M.D., Surgeon 52nd Ill. Vol. Inf. 

D. S. Clark, M.D., Surgeon 25th Ill. Vol. Inf. 

E. P. Catlin, M.D., Asst. Surgeon 152nd Ill. Vol. Inf. 

Hl. M. Sabin, M.D., Surgeon 52nd Mass. Vol. Inf. 

Lucius P. Fitch, M.D., Asst. Surgeon 47th U. S. Col. Inf. 

L. L. Lake, M.D., Asst. Surgeon 13th Ill. Cav. & 15th II. 
Vol. Inf. 

W. D. McAffee, M.D., Qr. Mstr. 142nd Ill. Vol. Inf. 

Henry Strong, M.D., Asst. Surgeon 74th Ill. Vol. Inf. 

C. Helm, M.D.. formerly Major 92nd Ill. Vol. Inf. 

H. Richings, M.D., formerly A. A. Surg. U. S. A. 

Wm. H. Fitch, M.D., formerly 40th Wis. Vol. Inf. 

E. J. Clark, M.D., formerly A. A. S., U. S. A. 

D. Lichty, M.D., formerly 162nd O. V. I. 


CIVIL WAR RECORD OF THE DOCTORS OF 
AESCULAPIAN MEDICAL SOCIETY 


(From Proceedings of Aesculapian Society, May 28, 
1903.) 

At the breaking out of the civil war Governor Rich- 
ard Yates appointed a Board of Medical Examiners to 
pass upon the qualifications of those who desired to 
serve as Medical Officers. Upon the first Board formed 
for this purpose, Dr.. Wm. M. Chambers, of Charles- 
ton, was appointed. Later Dr. Chambers accepted 
the position of Surgeon U. S. Volunteers, when Dr. 
Henry W. Davis, of Paris, succeeded him on the 
Examining Board. Dr. Davis served for a time, but 
later entered the medical department of the army, and 
in the end became Surgeon of U. S. Volunteers. 

Among the other members of the Aesculapian who 
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gave their time and services as surgeon or assistant 
surgeon may be mentioned the following: 


. Henry R. Payne, Marshall, 10th Ill. Inf. 
. James L. Reat, 2ist Ill. Inf. 
. John E. Link, 2ist Ill. Inf. 
. Samuel B. TenBrook, 2ist Ill. Inf. 
. Ezra A. Steele, 26th Ill. Inf. 
. Orson Q. Herrick, 34th Ill. Inf. 
. Stephen J. Young, 48th I[il. Inf. and 79th Tl. Inf. 
. A. G. Pickett, 50th Ill, Inf, 
. Wm. Newell, 79th Il. Inf. 
. Shubal York, 54th Ill. Inf. 
. Lee Johnson, 54th Ill, Inf. 
. Charles T. Johnson, 54th Ill. Inf. 
Dr. J. W. McKinney, 62nd Ill. Inf. and 63rd Ill. Inf. 
Dr. V. R. Bridges, 62nd and 126th Ill. Inf. 
Dr. H. C. McAllister, 79th Ill. Inf. and 98th LI. Inf. 
Dr. John Lecrone, 135th Ill. Inf. 
. Samuel H. Birney, 135th Il. Inf. 
. G. W. Albin, 143rd Ill. Inf. 
. D. C. Jones, 2nd Ill. Cav. 
. Wm. Massie, 68th Ohio Inf. 
. Charles B. Fry, 21st New York Inf. & Ist New York Eng. 
. B. F. Swafford, 11th Ind. Cav. 
. D. O. McCord, 66th Ill. Vol. Inf. 


FURTHERMORE, THE AESCULAPIAN 
Furthermore, the Aesculapian during the Spanish- 
American War was represented in the medical depart- 
ment by Dr. T. Chester McCord, of Paris, who was 
Surgeon of the Feurth Illinois Infantry, and Dr. T. C. 
Stunkard, of Terre Haute, Surgeon 1st Ind. Vol. Inf. 


SPANISH-AMERICAN WAR 
LIST OF MEDICAL OFFICERS APPOINTED FROM 
ILLINOIS—1898-99 
CONTRACT SURGEONS 

Captain W. E. Purviance Dr. John S New! 
Ist Lt. David Baker Dr. Charles J. Rowan 
Ist Lt. Elmer E. Parsons Dr. James W. Smith 
Ist Lt. Eugene R. Whitmore Dr. Samuel A. Springwate: 
ist Lt. Arthur W. Morse . Samuel S. Turner 
ist Lt. Kent Nelson . Charles W Johnson 
Maj. Walter Whitney . James L. Bevans 
Maj. Ralph S. Porter . George F. Adair 
Capt. Wallar H. Dade . John M. Hewitt 
Cart. Elwin W. Ames . John L. Shepard 
Capt. George A. Zeller . John F. Jones 
Cant. Harry R. Lenen . R. Boyd Miller 

. Max F. Clausius . Wilmont E. Brown 


. William G. Gregory 
. H. Eugene Allen 

. James Bourke 

. Henry L. Brown 

. John G. Byrne 

. George H. Crabtree 
. William L. Keller 

. Edgar W. Miller 


. John S. Marshall 
. Charles J. Long 
. Franklin T. Wing 


Lt. George W. Crabtree 
Lt. Reuben B. Miller 
Lt. James M. Phalen 
Lt. James L. Bevans 
George G. Craig 


King. J. Stebbins 
Lapsley, Frederick W. R. 
Leahy, Jeremiah E. 
Lemen, Harry R. 

Mann, Arthur H. 
Persons, Albert E 

Rowe, Jesse 

Smith, Alden E. 

Stanton, Samuel C. 
Turner, Samuel S. 


Andersen, Carl H. 
Baker, David 
Bath, Thomas W. 
Bevans, James L. 
Bluitt, L. Beecher 
Brown, Henry L. 
Camp, Charles D. 
Dade, Waller H. 
Driver, Gerry S 
Gregory, Verdo B. 
Hewitt, Henry M. Walsh, Edmund A. 
Jay, Frank W. Whitney, Walter 


SERVED IN PHILIPPINE INSURRECTION 
SINCE SPANISH-AMERICAN WAR 
(which closed April 11, 1899) 
Adair, George F. Keller, William L. 
Allen, H. Eugene Marion, George L. 
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Brown, Wilmont E. 
Byrne, John G. 
Clausius, Max F. 
Crabtree, George H. 
Curtis, J. Webb 
Gregory, William G. 
Hall, Andy 

Hewitt, John M. 
Johnson, Charles W. 
Jones, John F. 


COUNTY RECORDS WILL YIELD WAR 
SERVICE DATA 

By way of emphatic illustration of the fashion in 
which plain county histories betray the inaccuracy of 
official war department records, please look at the list 
of names furnished by the Surgeon-General’s office of 
the list of Illinois medical men serving during the In- 
dian wars, from 1810-13. But two names are given— 
those of George Fisher and William Reynolds. A 
chance glance at the History of Sangamon County 
revealed to the editor, peculiarly enough at first glance, 
the name of Dr. Gershom Jayne, who had served as 
surgeon in the War of 1812. Dr. Jayne was the first 


Miller, R. Boyd 

Morse, Arthur W. 
Nagel, John S. 

Rowan, Charles J. 
Schmidt, Henry G. G. 
Shepard, John L. 
Springwater, Samuel A. 
Washburn, Walter R. 
Zeller, George A. 


physician to locate in all that vast district of Illinois 
lying north of Alton and Edwardsville and west of 
Since we have discovered the name of John 


Chicago. 
Todd. 
LIST OF SURGEONS IN 
SERVED DURING 
Fisher, George 
Reynolds, William 
Gersham, Jayne 
Todd, John 
LIST OF SURGEONS IN ILLINOIS WHO SERVED 
DURING BLACK HAWK WAR—1832 
SG EE ee eee ee Springfield, II. 
Constant, William . Greene County 
I  adirweidiwening anc albtnds kaueerternnalee Rushville, I1). 
Dunlap, Adam . Springfield, Il. 
Elkin, Garrett 
Erby, Jacob M.......... 
Gordon, George .... 
Hleaden, William 
Higbee, Charles 


ILLINOIS TERRITORY WHO 
THE INDIAN WARS—1810-13 


Shelby County 
Shelby County 
Belleville 
eee oe ee Morgan County 
Leighton, Jonathan Belleville 
nda i wendedebaeteeenndee Morgan County 
i Cth, 6h tn win code hand toabeene ee eeeseabinents 
Philo, Addison 
Romeis, Richard 
Rutledge, John ... Sangamon County 
Warnsing, John Sangamon County 
LIST OF SU®GEONS IN ILLINOIS WHO SERVED 
DURING MEXICAN WAR —1846-48 
Ash, Nathan H 
Burch, J. 
Elkin, Garrett 
Lester, Thomas IB. 
eee 
O'Neil, J. 
Miller, John L. 
Payton, C. 
Price, Edward B. 
Quinn, Wm. M. P 
Robinson, James D. 
EE OE, o5.o. 56.64.0050 05900464600 000 bk eee ebeEeTS 
Turney, Daniel 
SE Oy. ccdancnnnecepansschewnadnbounenael Alton, Ill. 
Zalviskie, Chris B Alton, Ill. 
LIST OF SURGEONS IN ILLINOIS WHO SERVED 
DURING SPANISH-AMERICAN WAR—1898-99 
Adams, Charles Chicago, II. 
Ames, Edwin W Chicago, Il. 
ES ee Sterling, IN. 
Bath, Thomas W Decatur, Il. 
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Bevans, James L. Shi Il. 
Byrne, John G. Il. 
Cole, Lorenzo S. i In, 
th Ts vice oebieeqektetn hens ene eae Chicago, Il. 
i Ce Oe. cs ccuneheneeesouses Carbondale, Ill. 
Cuthbertson, Wm. i Til. 
Farrell, P. J. H Ml. 
Flint, O. Til, 
i Ci Ch, tiveewkspenskacenepanses in Cave-in-Rock, II. 
Hall, Andy ee eee eee lll 
Hagey, H. H Shi Til, 
Hepburn, Alex i Til. 
Hilgard, George E. .... Ill. 
Hultgen, J. L. Chicago, Il. 
Keeley, Milton R. Dwight, Ill. 
Lemke, August F. i Ii. 
Lydston, G. Frank *hi Th. 
Mahoney, George W “hi , In. 
Marquis, George I’..... Il. 
McCord, Thos. Chester Ii. 
McMichael, O. W Til. 
EE i cdc iecdeduadetnedeadadeeaamen Chicago, Il. 
Mowry, A. E. i Til. 
Nagel, John S. .+-Chicago, II. 
I TT ae ke dieteds eee Chicago, Ill. 
Ruehl, M. C. i Ill. 
Robbins, Charles A. . 

Roberts, Thomas 

Robeson, T. Jay 

Rowan, Chas. S. 

Rowe, Jesse 

Senn, Nicholas 

Shaw, John 

Starrett, Carlton E 
St. Clair, Frank P 
Sullivan, Thomas J. 
Truellson, O. G. 
Walls. C. Bruce 
Walsh, Harry 
Washburn, Wal‘er 
Wesley, Allen A. 
Willard, Wm. G, 


ee er ee Moline, 





PROGRAM 
InTER-STATE Post GRADUATE ASSEMBLY OF AMERICA 
DIRECTED BY 


Tri-State District Mepicat ASSOCIATION 
Milwaukee, Wis., October 27, 28, 29, 30 and 31, 1924 


General headquarters for all scientific sessions 
and exhibits held at the Gymnasium Building, 
Marquette University, special built amphithea- 
ter, perfect in acoustics, comforts and conven- 
iences for the physicians. 

First Day, Monday, October 27, 1924, 7 a. m. 

1. Diagnostic Clinic (pediatrics). Premature in- 
fants, their care, feeding and future. Dr. Julius H. 
Hess, Prof. of Pediatrics, University of Illinois, School 
of Medicine, Chicago, Illinois. 

2. Diagnostic Clinic (surgical). Lesions of upper 
abdomen centering about the stomach and gall-bladder. 
Dr. Harry M. Richter, Prof. of Surgery, Northwestern 
University, School of Medicine, Chicago, Illinois. 

3. Diagnostic Clinic (medical). Joint diseases. Dr. 
Ralph A. Kinsella, Associate Prof. of Medicine, Uni- 
versity of St. Louis, School of Medicine, St. Louis, 
Missouri. 

Intermission (Review Exhibits) 

4. Diagnostic Clinic (Surgical). Kidney infection 

or tumor; gall-bladder, gastric or duodenal ulcer, 
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stomach or colonic carcinoma (in fact, any abdominal 
tumor). Dr. George E. Brewer, Emeritus Prof. of 
Surgery, Columbia University, College of Physicians 
and Surgeons, New York, N. Y. 

5. Diagnostic Clinic (medicine). Gastric or gall- 
bladder diseases. Dr. John A. Witherspoon, Prof. of 
Medicine, Vanderbilt University, Medi@al Department, 
Nashville, Tennessee. 

_ Afternoon Session, 1 p. m. 

6. Diagnostic Clinic (surgical). Genito-urinary 
cases. Dr. William E. Lower, Prof. of Urology, West- 
ern Reserve University, School of Medicine, Cleveland, 
Chio. 

7. Diagnostic Clinic (medical). Diseases of the 
heart, the lungs, particularly pneumonia, pleurisy, etc. ; 
diseases of the blood, diseases of the biliary passages 
and liver. Dr. David Riesman, Prof. of Clinical Medi- 
cine, University of Pennsylvania, School of Medicine, 
Philadelphia, Pa. 

8. Diagnostic Clinic (surgical). Acute and chronic 
abdominal cases. Dr, N. J. MacLean, Associate Prof. 
of Surgery, University of Manitoba, Faculty of Medi- 
cine, Winnipeg, Canada. 

9. “Pertussis; Treatment by X-Ray.” Dr. Julius H. 
Hess, Prof. of Pediatrics, University of Illinois, School 
cf Medicine, Chicago, Illinois. 

10. “The Logic of Gastric Resection in Ulcer.” Dr. 
Harry M. Richter, Prof. of Surgery, Northwestern 
University, School of Medicine, Chicago, Illinois. 

11. “Treatment of Certain Types of Chronic Rheu- 
matism.” Dr. Ralph A. Kinsella, Associate Prof. of 
Medicine, University St. Louis, School of Medicine, St. 
Louis, Missouri. 

12. “Abscesses in the Posterior Mediastinum.” Dr. 
Charles B. Lyman, Prof. of Clinical Surgery, Univer- 
sity of Colorado, School of Medicine, Denver, Colorado. 

Intermission (Review Exhibits). 

13. “Late Results in Fractures of the Femur in 
Children.” Dr. Vernon C. David, Assistant Prof. of 
Surgery, Rush Medical College, Chicago, Illinois. 

14. “Systemic Manifestations of Achylia Gastrica.” 
Dr. LeRoy Crummer, Prof. of Medicine, University of 
Nebraska, College of Medicine, Omaha, Nebraska. 

15. “Non-Malignant Obstruction of the Pylorus in 
the Aged.” Dr. John A. Witherspoon, Prof. of Medi- 
cine, Vanderbilt University, Medical Department, Nash- 
ville, Tennessee. 

16. “Bacteriological and Pathological Studies in Cer- 
tain Putrid and Gangrenous Processes, with Especial 
Reference to Fusospirochete Infections.” Dr. David J. 
Davis, Prof. of Pathology and Bacteriology, Univer- 
sity of Illinois, School of Medicine, Chicago, Illinois. 

Evening Session, 7 p. m. 

17. “Some Easily Overlooked Manifestations of Cir- 
culatory Failure with Remarks Upon Diagnosis and 
Treatment.” Dr. David Riesman, Prof. of Clinical 
Medicine, Univ. of Penn. School of Medicine, Phila- 
delphia, Pa. 

18. “The Diagnosis of Bone Tumors.” Dr. Dallas 
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B. Phemister, Assistant Prof. of Surgery, Rush Medi- 
cal College, Chicago, Illinois. 

19. Subject later. Dr. Joseph Evans, Prof. of Medi- 
cine, University of Wisconsin, School of Medicine, 
Madison, Wisconsin. 

20.. “Anatomical Studies of Tuberculosis Infection 
of the Human Lung.” Dr. Edward Miloslavich, Di- 
rector of Department of Pathology and Bacteriology, 
Marquette University, School of Medicine, Milwaukee, 
Wis. 

Intermission (Review Exhibits) 

21. “Ulcerative Colitis.” Dr. Ralph C. Brown, As- 
sistant Prof. of Medicine, Rush Medical College, Chi- 
cago, Illinois. 

22. “The Principles of the Spread of Infection.” 
Dr. Don M, Griswold, Prof. and Head of Department 
of Preventive Medicine and Hygiene, State University 
of Iowa, Iowa City, Iowa. 

23. “Skin Reactions.” Dr. William F. Petersen, 
Associate Prof. of Pathology and Bacteriology, Uni- 
versity of Illinois, School of Medicine, Chicago, Illinois. 

Second Day, Tuesday, October 28, 1924, 7 a. m. 

1. Diagnostic Clinic (pediatrics). Breast feeding 
cases, including babies with their mothers, from birth 
to the end of the first year. Dr. Laurence R. DeBuys, 
Prof. of Pediatrics, Tulane University, School of Medi- 
cine, New Orleans, La. 

2. Diagnostic Clinic (surgical). Chronic arthritis 
cases. Dr, Leonard W. Ely, Prof. of Surgery, Stan- 
ford University, School of Medicine, San Francisco, 
California. 

3. Diagnostic Clinic’ (medical). Goitre cases-—adol- 
escence, toxic adenoma and exophthalmic. Dr, Charles 
A. Elliott, Prof. of Medicine, Northwestern Univer- 
sity, School of Medicine. 

Intermission (Review Exhibits) 

4. Diagnostic Clinic (surgical). Brain tumors. Dr. 
Walter E. Dandy, Associate Prof. of Surgery, Johns 
Hopkins University, School of Medicine; Baltimore, 
Maryland. 

5. Diagnostic Clinic (medical). Infectious arthritis 
and atrophic arthritis. Dr. Louis M. Warfield, Prof. 
of Internal Medicine, University of Michigan, School 
of Medicine, Ann Arbor, Michigan. 

Afternoon Session, I p. m, 

6. Diagnostic Clinic (surgical). Abdominal cases. 
Dr. John B. Deaver, Prof. of Surgery, University of 
Pennsylvania, School of Medicine, Philadelphia, Pa. 

7. Diagnostic Clinic (surgical). Dr. Dean Lewis, 
Prof. of Surgery, Rush Medical College, Chicago, IIl- 
inois. 

8. “The Treatment of Goitre” (slides). Dr. Charles 
A. Elliott, Prof. of Medicine, Northwestern Univer- 
sity, School of Medicine, Chicago, Illinois. 

9. “Goitre.” Dr. Wallace Irving Terry, Prof. of 
Surgery, University of California, School of Medicine, 
San Francisco, California. 

10, “Rheumatoid Arthritides.” Dr. A. MacKenzie 
Forbes, Clinical Prof. of Orthopedics; McGill Univer- 
sity, Faculty of Medicine, Montreal, Canada. 
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11. “The Localization of Brain Tumors.” Dr. Wal- 
ter E. Dandy, Associate Prof. of Surgery, Johns Hop- 
kins University, School of Medicine, Baltimore, Mary- 
land. 

Intermission (Review Exhibits) 

12. Symposium, “Diagnosis of Surgical Lesions of 
the Upper Genito-Urinary Tract.” Dr. William E. 
Lower, Prof. of Urology, Western Reserve University, 
School of Medicine, Cleveland, Ohio, Dr. Bernard H. 
Nichols, Department of Roentgenology, Cleveland 
Clinic, Cleveland, Ohio. 

13. “The Clinical Diagnosis of Pericarditis with 
Effusion.” Dr. Roger S. Morris, Prof. of Medicine, 
University of Cincinnati, School of Medicine, Cincin- 
nati, Ohio. 

14. “Abdominal Contusions Associatéd With Vis 
ceral Injury.” Dr. George E. Brewer, Emeritus Prof. 
of Surgery, Columbia University, College of Physicians 
and Surgeons, New York, N. Y. 


Evening Session, 7 p. m. 

15. “Surgery of Jaundice.” Dr, John B_ Deaver, 
Prof. of Surgery, University of Pennsylvania, School 
cf Medicine, Philadelphia, Pa. 

16. “The Pathological Physiology of Jaundice.” Dr. 
Stanley P. Reimann, Director of Laboratories, Lanke- 
nau Hospital, Philadelphia, Pa. 

17. “Observations on the Treatment of Goitre Cases.” 
Dr. N. J. MacLean, Associate Prof. of Surgery, Uni- 
versity of Manitoba, Faculty of Medicine, Winnipeg, 
Canada. 

18. “Recent Progress in Thoracic Surgery.” Dr. 
Carl A. Hedbloom, Prof. of Surgery, University of 
Wisconsin, School of Medicine, Madison, Wisconsin. 

19. “Neuro-Psychiatric Manifestations of Pellegra.” 
Dr. Marvin L. Graves, Prof. of Medicine, University 
of Texas, School of Medicine, Galveston, Texas. 

20. “Medical Treatment of Empyema With Especial 
Reference to Chemotherapy.” Dr. Ralph H. Major, 
Prof. and Head of Department of Medicine, Univer- 
sity of Kansas, School of Medicine, Rosedale, Kansas. 

Theater party. 


Third Day, Wednesday, October 29, 1924, 7 a. m. 


1. Diagnostic Clinic (Surgical). Ulcer of the jeju- 
num and other abdominal cases. Dr. Wallace Irving 
Terry, Prof. of Surgery, University of California, 
School of Medicine, San Francisco, California. 

2. Diagnostic Clinic (Dermatology). Skin Diseases. 
Dr. Charles J. White, Prof. of Dermatology, Harvard 
University, School of Medicine, Boston, Mass. 

3. Diagnostic Clinic (Orthopedic). Tuberculosis 
of the bones, deformities, spastic paralysis, sciatica, 
etc. Dr. A. MacKenzie Forbes, Clinical Prof. of Or- 
thopedics, McGill University, Faculty of Medicine, 
Montreal, Canada. 


Intermission (Review Exhibits) 

4. Diagnostic Clinic (Surgical). Cystocele, recto- 
cele and enterocele associated with and without pro- 
cidentia uteri in young and old women, Dr. George 
Gray Ward, Jr., Prof. of Obstetrics and Gynecology, 
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Cornell University, School of Medicine, New York, 
i 
5. Diagnostic Clinic (Surgical). Dr. Charles H. 
Mayo, Mayo Clinic, Rochester, Minnesota. 
Afternoon Session, I p. m. 


6. Diagnostge Clinic (Surgical). Contractures, de- 
formities, tumors, etc., of hand. Dr. Allen B. Kanavel, 
Prof, of Surgery, Northwestern University, School of 
Medicine, Chicago, Illinois. 

7. Diagnostic Clinic (Surgical). Chronic ulcer of 
stomach and duodenum. Dr. John F. Cowan, Prof. 
of Surgery, Stanford University, School of Medicine, 
San Francisco, California. 

8 “The Treatment of Septicaemias and Intoxica- 
tions in Infants and Children.” Dr. Alan Brown, Prof. 
of Pediatrics, University of Toronto, Faculty of Medi- 
cine, Toronto, Canada. 

9. “The Value of Gastro-Enterostomy for Duodenal 
Ulcer.” Dr. John A. Hartwell, Associate Prof. of 
Surgery and Clinical Surgery, Cornell University, 
Medical College, New York, N. Y. 

10. “Rickets.” Dr. Laurence R. DeBuys, Prof. of 
Pediatrics, Tulane University, School of Medicine, New 
Orleans, La. 

11. “Chronic Arthritis.’ Dr. Leonard W. Ely, Prof. 
of Surgery, Stanford University, School of Medicine, 
San Francisco, California. 

12. “Intestinal Protozoa—Their Recognition and Re- 
lation to Chronic Diseases, with Especial Reference to 
Arthritis (slides). Dr. John V. Barrow, Los Angeles, 
California. 

13. “The Anatomy and Phsyiology of the Abnormal 
Kidney.” Dr. Milton C. Winternitz, Dean of Yale 
University, School of Medicine, Prof. of Pathology and 
Bacteriology, New Haven, Conn. 

Intermission (Review Exhibits) 

14. “Ulcer and Cancer of the Stomach.” Dr. George 
W. Crile, Prof. of Surgery, Western Reserve Univer- 
sity, School of Medicine, Cleveland, Ohio. 

15. “Epidermophytosis.” Dr. Charles J. White. 
Prof. of Dermatology, Harvard University, School of 
Mediciné, Boston, Mass. 

16. “Medical Advancement and Research.” Dr. 
Dean Lewis, Prof. of Surgery, Rush Medical College, 
Chicago, Illinois. 

17. “Occult Tuberculosis.” Dr. Louis M. Warfield, 
Prof. of Internal Medicine, University of Michigan, 
School of Medicine, Ann Arbor, Michigan. 

18. “Direct Blood Stream Infection from Tonsils.” 
Dr. Samuel J. Crowe, Clinical Prof. of Laryngology, 
Johns Hopkins University, School of Medicine, Balti- 
more, Maryland. 

Evening Session,.7 p. m. 

19. “Iron in Therapy.” Dr. Charles S. Williamson, 
Prof. of Medicine, University of Illinois, School of 
Medicine, Chicago, Illinois. 

20. Symposium, University of Minnesota Graduate 
School of Medicine (Mayo Clinic), Rochester, Minne- 
sota. “Renal Calculus.” “The Development of Renal 
Calculus.” Dr. Charles H. Mayo, Mayo Clinic, Roches- 
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ter, Minnesota. “The Production of Urinary Calculi 
by the Devitalization and Infection of Teeth in Dogs 
with Streptococci from Cases of Nephrolithiasis.” Dr. 
E. C. Rosenow, Mayo Clinic, Rochester, Minnesota. 
“Clinical Data with Nephrolithiasis.” Dr. W. F. 
Braasch, Mayo Clinic, Rochester, Minnesota. 

21. “The Prevention of Post-Operative Ileus.” Dr. 
LeRoy Long, Dean and Prof. of Surgery, University 
of Oklahoma, School of Medicine, Oklahoma City, 
Okla. 

22. “The Hypertension Syndrome in General Prac- 
tice.” Dr. John H. J. Upham, Prof. and Head of 
Department of Medicine, University of Ohio, School of 
Medicine, Columbus, Ohio. 

23. “Traumatism of the Head.” Dr. Garfield M. 
Hackler, Prof. of Surgery, Baylor University, School 
of Medicine, Dallas, Texas. 

24. Symposium, “Contagious and Infectious Dis- 
“Endocarditis.” Dr. Joseph A. Capps, Prof. 
of Medicine, Rush Medical College, Chicago, Illinois. 
‘The Diagnosis and Treatment of Gonococcus Infec- 
tion.” Dr. Russell D. Herrold, McCormick Institute 
for Infectious Diseases, Chicago, Illinois. “The Use 
of Immune Serum to Protect Young Children from 
Measles.” Dr. George Weaver, McCormick Institute 
tor Infectious Diseases, Chicago, Illinois. “Immunity 
Results Obtained with Diphtheria Toxoid (Modified 
Toxin) in the Public Schools of New York City (Man- 
hattan and the Bronx).” Dr. Abraham Zingher, As- 
sistant Prof. of Hygiene, University and Bellevue Hos- 
pital, Medical College, New York, N. Y. 

Fourth Day, Thursday, October 30, 1924, 7 a. m. 


” 
cases. 


1. Diagnostic Clinic (Pediatrics). (1) Any new- 

born infant having either erysipelas, umbilical infection, 
pyaemia, meningitis, arthritis, etc, or any infec- 
tion of the new born. (2) Case of intestinal intoxica- 
ton, acidosis in an older child, burn toxemia, any case 
of chronic infection with possibility of a bacterionia 
such as an acute mastoid, acute or chronic osteomye- 
litis, ete. (3) Any infant or child-mongolian, micro- 
cephalic, hydrocephalic or spastic deplegia or any case 
of arrested mental development. (4) Any infant— 
one or more—marasmus, rickets, pyloric stenosis or 
an ordinary feeding case, i. e., an infant who is not a 
marantic but is simply not up to the standard weight 
and development. (5) Case of eczema in an infant or 
child. (6) Any case of valvular heart disease. (7) A 
case of chronic intestinal indigestion in an older child 
(Coeliac disease). (8) A case of recurrent vomiting 
er acidosis in an older child. (9) Any type of feeding 
case. Dr. Alan Brown, Prof. of Pediatrics, University 
of Toronto, Faculty of Medicine, Toronto, Canada. 
2. Diagnostic Clinic (Surgical). Gall-bladder dis- 
ease, cancer of the rectum or large intestine, osteo- 
myelitis and fracture of the long bones, particularly 
about the joints. Dr. John A. Hartwell, Associate 
Prof. of Surgery and Clinical Surgery, Cornell Uni- 
\ersity, Medical College, New York, N. Y. 

3. Diagnostic Clinic (Orthopedic). Joint tubercu- 
losis; Pott’s disease, hip, knee joint and ankle disease. 
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Infantile paralysis cases—deformities of various types, 
both of the extremities and the spine. Dr. Russell A. 
Hibbs, Prof. of Orthopedic Surgery, Columbia Uni- 
versity, College of Physicians and Surgeons, New York, 
m.. 3 

Intermission (Review Exhibits) 

4. Diagnostic Clinic (Medical). Chest cases— 
thoraeic aneurism, pleurisy, pneumonia. Dr. Frederick 
J. Kalteyer, Associate Prof. of Medicine, Jefferson 
Medical College, Philadelphia, Pa. 

5. Diagnostic Clinic (Surgical). Stomach and gall- 
bladder diseases. Dr. George W. Crile, Prof. of Sur- 
gery, Western Reserve University, School of Medicine, 
Cleveland, Ohio. 

Afternoon Session, I p. m. 

6. Diagnostic Clinic (Surgical). Fractures of the 
upper extremities. Dr. William Darrach, Dean and 
Associate Prof. of Surgery, Columbia University, Col- 
lege of Physicians and Surgeons, New York, N. Y. 

7. Diagnostic Clinic (Surgical). Thyroid cases, 
T. B. glands of the neck, esophagael diverticulum, 
spinal accessory paralysis, thyro-glossal cysts and gall 
stone cases, particularly with jaundice. Dr. Francis H. 
Lahey, Prof. of Clinical Surgery, Havard University, 
School of Medicine, Boston, Mass. 

8. “Modern Aids to Labour.” Dr. William B. 
Hendry, Prof. of Obstetrics and Gynecology, Univer- 
sity of Toronto, Faculty of Medicine, Toronto, Canada. 

9. “Focal Infection as a Cause of Disease.” Dr. 
Charles H. Mayo, Mayo Clinic, Rochester, Minnesota. 

10. “History Taking in Gastro-Intestinal Disease as 
Based Upon a Working Conception of the Develop- 
ment and the Activities of the Tract.” Dr. William 


‘Goldie, Associate Prof. of Medicine, University of 


Toronto, Faculty of Medicine, Toronto, Canada. 

11. “The Treatment of Joint Tuberculosis and the 
Deformities of Infantile Paralysis.” Dr. Russell A. 
Hibbs, Prof. of Orthopedic Surgery, Columbia Uni- 
versity, College of Physicians and Surgeons, New 
York, N. Y. 

Intermission (Review Exhibits) 

12. “Prophylactic Blood Transfusion as a Routine 
Measure in Poor Operative Risks.” Dr. George Gray 
Ward, Jr., Prof. of Obstetrics and Gynecology, Cornell 
University, School of Medicine, New York, N. Y. 

13. “Anomalous Peritoneal Bands; Their Clinical 
Significance and Treatment.” Dr. Walter L. Niles, 
Dean and Prof. of Medicine, New York, N. Y., Cornell 
University, School of Medicine. 

14. “The Diagnosis and Treatment of Tuberculosis 
of the Seminal Tract.” Dr. Hugh H. Young, Clinical 
Prof. of Urology, Johns Hopkins University, Medical 
Department, Baltimore, Maryland. 

15. “Surgery of the Hand.” Dr. Allen B, Kanavel, 
Prof. of Surgery, Northwestern University, School of 
Medicine, Chicago, Illinois. 


Evening Session, 7 p. m. 
16. “The Interpretation of the Cough Symptom.” 
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Dr. Frederick J. Kalteyer, Associate Prof. of Medicine, 
Jefferson Medical College, Philadelphia, Pa. 

17. “Prognosis in Chronic Heart Disease.” Dr. 
Walter T. Connell, Prof. of Medicine, Queen’s Univer- 
sity Faculty of Medicine, Kingston, Canada, 

18. “Food Poisoning.” Dr. Milton J. Rosenau, Prof. 
of Preventive Medicine and Hygiene, Harvard Univer- 
sity, School of Medicine, Boston, Mass. 

19. “Healing of Fractures” (slides). Dr. John F. 
Cowan, Prof. of Surgery, Stanford University, School 
of Medicine, San Francisco, California. 

20. “Abnormally Located Goiters.” Dr. Francis H. 
Lahey, Prof. of Clinical Surgery, Harvard University, 
School of Medicine, Boston, Mass. 

21. “The Significance of Impaction and Active Mo- 
tion in Treatment of Fractures of Hip and Shoulder” 
(slides). Dr. John L. Yates, Milwaukee, Wisconsin. 
Dr. G. W. Stevens, Milwaukee, Wisconsin. 

22. Symposium, Western Reserve University School 
of Medicine (Crile Clinic), Cleveland, Ohio. “The 
Diagnosis and Treatment of Gall Bladder Diseases.” 
“Medical Aspects’—Dr. John Phillips. “The Role of 
the X-Ray in Diagnosis’—Dr. Bernard H. Nichols. 
“Surgical Aspects’—Dr. George W. Crile, Prof. of 
Surgery, Western Reserve University, School of Medi- 
cine, Cleveland, Ohio. 

Fifth Day, Friday, October 31, 1924, 7 a. m. 

1. Diagnostic Clinic (Medical). (1) Nervous mani- 
festations in childhood, e. g., night terrors, wandering 
away, bad habits. (2) Chronic invalidism in an adult. 
(3) An early schizophrenic case (dementia praecox). 
(4) The depressed type of reaction. (5) A case with 
some paranoisac beliefs. Dr. C. Macfie Campbell, Prof. 


of Psychistry, Harvard University, School of Medicine, - 


Cambridge, Mass. 

2. Diagnostic Clinic (Surgical). Surgical cases. 
Dr. William J. Mayo, Mayo Clinic, Rochester, Minne- 
sota. 

3. Diagnostic Clinic (Surgical). Surgical cases. 
Professor Theodore Tuffier, Prof. of Surgery, Faculty 
of Medicine, Paris, France. 


Intermission (Review Exhibits) 


4. Diagnostic Clinic (Medical). Gastro-intestinal 
cases (some of these to be duodenal spasm of various 
origins). Dr, William Goldie, Associate Prof. of Medi- 
cine, University of Toronto, Faculty of Medicine, 
Toronto, Canada. 

5. Diagnostic Clinic (Urology). Chronic prostatitis, 
tuberculosis of the prostate hypertrophy of the pros- 
tate, Dr. Hugh H. Young, Clinical Prof. of Urology, 
Johns Hopkins University, Medical Department, Balti- 
more, Maryland. 

Afternoon Session, 1 p. m. 

6. Diagnostic Clinic (Gynecological). Cases of 
retroversion, prolapse, hypertrophy of the cervix, cys- 
tocele, rectocele, etc. Dr. William B, Hendry, Prof. 
of Obstetrics and Gynecology, University of Toronto, 
Faculty of Medicine, Toronto, Canada. 


7. Diagnostic Clinic (Surgical). Chronic appen- 
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dicitis. Sir Henry Gray, Royal Victoria Hospital, 
Montreal, Canada. 

8. Diagnostic Clinic (Surgical). -Fixation and de- 
formity of the intestine by anomalous peritoneal bands, 
also hepato-duodenal type (Harris bands), Dr. Walter 
L. Niles, Dean and Prof. of Clinical Medicine, Cornell 
University, School of Medicine, New York, N. Y. 

9. “Morbid Attitudes and Beliefs.” Dr. C. Macfie 
Campbell, Prof. of Psychistry, Harvard University, 
School of Medicine, Cambridge, Mass. 

10. “Address.” Major-General Merritte W. Ireland, 
Surgeon-General of United States Army, Washington, 
D.C. 

11. “The Transplantation of the Ovary and Its 
Preservation.” Professor Theodore Tuffier, Prof. of 
Surgery, Faculty of Medicine, Paris, France. 

12, “Address.” Rear-Admiral Edward R, Stitt, Sur- 
geon-General of United States Navy, Washington, D. C. 


Intermission (Review Exhibits) 

13. “Address.” Sir Arthur William Currie, Presi- 
dent of McGill University, Faculty of Medicine, Mont- 
real, Canada. 

14. Subject later. Dr. William J. Mayo, Mayo 
Clinic, Rochester, Minnesota. 

15. “Common Abnormalities of the Large Bowel; 
Their Influence, Local and General, on the Human 
Economy.” Sir Henry Gray, Royal Victoria Hospital, 
Montreal, Canada. 

16, “Massage and Movements in the Treatment of 
Fractures.” Dr. William Darrach, Dean and Associate 
Prof. of Surgery, Columbia University, College of 
Physicians and Surgeons, New York, N. Y. 

Partial list of distinguished foreign guests who will 
be present and take part on the program: 

Professor Theodore Tuffier, Prof. of Surgery, Fac- 
u!ty of Medicine, Paris, France. 

Mr. A. J. Walton, London, England. 

Dr. John Hunter, University of Sydney, Sydney, 
Australia. 

Dr. N, D. Royle, Craignish, Sydney, Australia. 

R. Hamilton Russell, Esq., F. R. C. S., Melbourne, 
Australia. 

Dr. Carrick Hey Robertson, F. R. C. S., Auckland, 
New Zealand: 

Dr. Ralph Worrall, Sydney, Australia. 

Dr. H, B. Devine, Melbourne, Australia. 

Dr. J. S. Elliott, Wellington, New Zealand. 


BANQUET 
General evening meeting for the members of the 
profession, Guests, including prominent citizens and 
members, civic bodies of Milwaukee. 
ADDRESSES 
Monsieur J. Jusserand, French Ambassador to United 
States, Washington, D. C. 
Sir Arthur William Currie, Vice-Chancellor of 
McGill University, Faculty of Medicine, Montreal, 
Canada. 


Dr. Nicholas Murray Butler, President of Columbia 
University, New York, N. Y. 
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Professor Theodore Tuffier, Prof. of Surgery, Fac- 
ulty of Medicine, Paris, France. 

Rear-Admiral Edward R, Stitt, Surgeon-General of 
United States Navy, Washington, D. C. 

Major-General Merritte W. Ireland, Surgeon-General 
of United States Army, Washington, D. C. 

Other distinguished citizens of the world. 


Correspondence 


THE DOCTOR AND THE STAR SPANGLED 
BANNER 
Champaign, Illinois, 
To the Editor: August 23, 1924. 
Relative to the article in the August issue 
by Dr. Daniel Lichty of Rockford “Without the 
Doctor The Star Spangled Banner Would Never 
Have Been Born.” Dr. Lichty was not far from 
correct when he says that a medical man was 
the primary cause of composition of the Star 
Spangled Banner, our National Hymn. 
Following are the facts: At the period of the 
War of 1812 Dr. William Beanes of Marlboro, 
Maryland, was in mature life and although a 
civilian had the ill fortune to be captured during 
the British raid on Washington and held prisoner 
of war. Learning of this, Francis Scott Key, 
a young Baltimore lawyer and warm friend of 
Dr. Beanse, with an associate, called on President 
Madison with the facts and received authority 
to visit the British Commander and negotiate for 
his friend’s release. General Ross, the British 
Commander, received the two Americans cour- 
teously, promised to release the prisoner a little 
later, but meantime would have to hold both 
young Key and his associate as hostages for the 
reason that he was just ready to order a com- 
bined attack of Army and Fleet on Fort McHenry 
that protected the City of Baltimore which he 
hoped to capture. Accordingly young Key and 
his associate were placed on board the ship Sur- 
prise and from its deck were unwilling witnesses 
of the bombardment that immediately followed. 
It was the night-view of this bombardment that 
inspired Francis Scott Key to write our National 
Hymn and pen such sentences as: 


And the rocket’s red glare 
Bombs bursting in air 
Gave proof through the night 
That our flag was still there. 





By the way two of the most prominent men 
killed in battle during the War of the Revolution 
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were physicians. These were Drs. Joseph War- 
ren and Hugh Mercer. Dr. Warren was killed 
by a musket ball which penetrated his skull at 
the battle of Bunker Hill, fought June 17, 1775. 
Dr. Hugh Mercer’s skull was crushed in by a 
clubbed musket in the hands of a British soldier 
at the battle of Princeton fought January 3, 1777. 
Sincerely, 
Cures B. Jonnson, M. D. 





INFORMATION WANTED 
DOCTORS WHO HAVE ACHIEVED FAME 
IN OTHER FIELDS THAN THAT 
OF MEDICINE 

Chicago, Illinois, July 15, 1924. 

To the Editor: I am compiling a book on the 
subject, “The Doctor in Other Fields,” and I 
wish to make it as representative of those of our 
American doctors who have attained fame in 
fields other than that of medicine, for instance: 
(a) In industry; (b) In science; (c) Belles- 
lettres, art, music and literature. 

I would appreciate it very much if you would 
canvass your State Medical Society for men who 
would be entitled to notice in such a book, and 
secure the pictures of such men, together with a 
history of their lives and accomplishments, and 
forward the same to me at your earliest con- 
venience, 

Thanking you in advance for the courtesy of 
any early response to this appeal and urging this 
action upon you as a duty to the profession, I am 

Cordialy and fraternally yours, 
W. Moore Tuompson, M.D. 

1234 Marshall Field Annex. 





IN OHIO IT IS NOT WITHIN THE PROV- 
INCE OF THE PUBLIC HEALTH 
ADMINISTRATION TO TREAT 
SICK PEOPLE 

Columbus, Ohio, Aug. 20, 1924. 
Dr. H. M. Camp, 
Secretary Illinois State Medical Society, 
Monmouth, Illinois: 

In reply to your communication and inquiry 
of August 15, I presume you refer to the legal 
provisions in Ohio for local health administra- 
tion. For your information, I am enclosing a 
copy of the law enacted by the Ohio General 
Assembly in 1919, in which detailed provisions 
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are made for the organization of local boards 
of health and health admirlistration. 

Concerning your other inquiries, you may be 
interested to know that the State Director of 
Health has repeatedly announced that it is not 
within the province of the public health admin- 
istration to treat sick people. Moreover, through 
cordial contact between the committee on public 
policy and legislation of the Ohio State Medical 
Association, and the State Department of Health, 
the function of public health administration in 
this state has been confined almost exclusively 
to health education and disease prevention. 

If through over-zealousness some local health 
commissioner or local board of health have ex- 
ceeded the fundamentals set forth by the State 
Department of Health, such illustrations are not 
believed to be general. Moreover, public health 
authorities in this state consistently have agreed 
with and conformed to the policy set forth by 
the Ohio State Medical Association several years 
ago through which public health officials shall 
limit their function to education and disease 
prevention, and not extend such function to 
treatment unless such treatment is directly neces- 
sary to prevention; for example, threatened 
epidemics of such communicable diseases where 
preventives anti-toxin or vaccination are neces- 
sary to prevent the spread of disease. 

Yours sincerely, 
Don K. Martin, 
Executive Secretary. 
CHILD HYGIENE. 
August 5, 1924. 
To the Physicians of Illinois: 

In assuming the position of Superintendent 
of the Division of Child Hygiene and Public 
Health Nursing of the Illinois State Department 
of Public Health, the chief instructions I have 
received from His Honor, Governor Small, and 
from Dr. Rawlings, Director of Public Health, 
are that I shall proceed to formulate plans to 
giye the best possible help in improving the 
health of the children of Illinois and place the 
state, where it belongs, in the lead in all child 
welfare activities. 

In order to carry out such a program It will 
be necessary for us to have the co-operation of 
all agencies doing child health work in the state 
in order that there may be no duplication of 
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effort and all may be working towards a definite 
goal. 

The division is especially anxious to have the 
co-operation of the physicians and dentists of the 
state and we feel certain that this will be forth- 
coming if they understand our plans which are 
largely educational and wholly preventive. 

The Illinois State Medical Society has seen 
the necessity of educating the public in health 
matters in order to overcome the propaganda 
carried on by various cults that have not a foun- 
dation of health knowledge. The lay education 
committee is busy devising means of reaching 
the people of Illinois. 

The easiest entrance into any community for 
cducational health work is through the child 
health program. Practically every person in an) 
given community is interested in some child in 
the community and anxious to make that com- 
munity safe for children. When people realize 
that the large percentage of illness among chil- 
dren can be prevented by right habits of living 
and by community supervision over the water 
supply, the milk supply, the sanitation generally, 
then the people will be interested in making the 
community safe for the children. When a com- 
munity is safe for children it is safe for adults. 

The Division of Child Hygiene of the State 
Department of Health expects to co-operate with 
local organizations in cities and counties acting 
in a consulting or advisory capacity. We do not 
expect to establish any correctional clinics and 
will assist communities in establishing such clin- 
ics only with the co-operation of local physicians 
and dentists. We shall be glad to have any phy- 
sician write us concerning the child health prob- 
lems in his community and we shall try to give 
some constructive suggestions supplemented by 
visits from members of the staff to study the 
problems and possibilities and assist in organizing 
the educational child health program. 


We want to help you and we need your co-op- 
eration. 


The plans for the coming year are now 
heing made. After they are completed we shall 
he glad to give them to any physician interested 
or to explain them in the columns of the JournaL 
if that is the wish of the Society. I shall be 
glad to appear before any county of city medical 
society as opportunity affords to explain our 
educational program. 

I have asked Dr. Whalen to allow me to make 
this preliminary statement to the State Medical 
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Society through the JouRNAL, as it seems to me 
that physicians, by the nature of their training, 
should be the real directors of all health activi- 
ties. However, the detail of planning the health 
program must be left largely to some individual 
or group appointed to represent the majority. 
We consider the Division of Child Hygiene of 
the State Department of Public Health is in 
reality a committee representing not only the 
medical fraternity but all the citizens of the 
state in this very important work and we shall 
try to carry out your wishes if you will make 
them known. We want to co-operate with all 


individuals and organizations doing educational 
child health work in Illinois. 
Sincerely and fraternally, 
Epiru B. Lowry, M.D. 
Superintendent, Division of Child Hygiene and 
Public Health Nursing. 





A PROTEST 
Aug. 14, 1924. 
To the Editor: 

In the June number of the ILtinois MepicaL 
JOURNAL appears an article entitled “The 
Sheppard-Towner Maternity Legislation, The 
Children’s Bureau, Mme. Kolantai and the 
use of the Women’s Clubs for spreading 
Bolshevist propaganda,” followed (in the same 
issue) by a reprint of an article from Ford’s 
Dearborn Independent of March 15, “Women’s 
Clubs used by Bolshevists, etc., ete.” In our 
daily press similar articles have appeared from 
time to time and it is apparent that a regular 
campaign is on to discredit the women’s organ- 
izations of this country, a campaign of misrep- 
resentations and falsehood. 

These papers have paid no attention to the 
protests and refutations made by the club women 
and have produced no proofs to substantiate 
their charges. 

It may interest the medical profession, gen- 
erally noted for its fairmindedness and sense of 
justice, to know the “inside story” of this cam- 
paign particularly directed against the League 
of Women Voters, the Women’s International 
League for Peace and Freedom, the National 
Women’s Trade Union League among the 
women’s organizations and the National Council 
for Prevention of War composed of men and 
women. 

General Fries of the War Department opened 
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the attack in a speech at Kansas City declaring 
that the purpose of the National Council for 
Prevention of War is to establish communism in 
America. Later Brigadier General Bawley in 
a speech before the Chamber of Commerce at 
Columbus, Ohio, made a similar attack on the 
Council accusing members of the Council of 
being in the service of Soviet Russia and plot- 
ting to overthrow the government by violence. 

Let us see who some of the officers and leaders 
in this Council aré: President Hibben of Prince- 
ton, Jane Addams, President Lowell of Harvard, 
Mrs. Maud Woods Parks, Dr. John A. Ryan of 
the Catholic University of America, Julia 
Lathrop, President Illinois League of Women 
Voters, Charles A. Lyman of the Farmers Na- 
tional Union. Do these names suggest Bolshe- 
vism, terrorism or treachery ? 

Soon after these attacks appeared the now 
notorious Spider-Web Chart purporting to show 
the interlocking of directorates between the 
women’s organizations, branding this system as 
communistic. The author was Mrs. Lucia R. 
Maxwell, librarian in the Chemical Warfare 
Service of the War Department. This chart 
caused the War Department great embarrassment 
and Secretary of War Weeks promised Maud 
Woods Parks to destroy all copies of the chart 
and expressed regret that the chart had been in- 
stigated by a branch of the War Department. 

The chart, however, had already been giver 
wide circulation as part of two articles appearing 
in the Dearborn Independent, March 15 and 22. 
These articles signed “American Citizen” were 
written by a Mrs. Haviland Lund, whose accu- 
sations were so ridiculous and scandalous that 
she was repudiated by her own followers. 

This in short is an outline of the attack of the 
Militarists against the organizations who stand 
for the outlawry of war. Arraigned with them 
are all the reactionary forces of the country who 
fight all progressive social legislation, the Child 
Labor Amendment, the Sheppard-Towner Mater- 
nity Bill, Women’s Eight Hour Law, etc. This 
opposition is not fought in the open, discussing 
these important questions on their own merit 
but it relies on confusing and intimidating the 
minds of the great mass of people by labelling 
them as communistic theories and Bismarckian 
policies and besmirching the names of their ad- 
vocates as traitors and spies of Soviet Russia. 

Readers who are interested will find a detailed 
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account of this most ferocious propaganda 
directed against the women’s clubs in The New 
Republic of July 2 and 9, 1924. 

Hetea M. Revp 
31 N. State St. 





INVITATION FROM THE INDIANA STATE 
MEDICAL ASSOCIATION 

To the Editor: The annual session of the Indiana 
State Medical Association will be held in Indianapolis, 
Wednesday, Thursday and Friday, September 24, 25 
and 26, 1924. 

Some of the most noted clinicians and teachers in 
the United States have accepted places on the program. 
Among these are the following: William J. Mayo, 
Rochester; W. A. Pusey, Chicago; Edward Jackson, 
Denver; Hugh T. Patrick, Chicago; Ross Hall Skil- 
lern, Philadelphia; Joseph C. Beck, Chicago; Evarts A. 
Graham, St. Louis; Kellogg Speed, Chicago; Andre 
Crotti, Columbus; Bransford Lewis, St. Louis; Carl A. 
Hedblom, Rochester; Major Gabriel Seelig, St. Louis; 
Allen B. Kanavel, Chicago; Willard D. Haines, Cin- 
cinnati; Charles F. Hoover, Cleveland; Frank Smithies, 
Chicago; Louis G. Heyn, Cincinnati; Walter M. 
Boothby, Rochester; Alfred Stengel, Philadelphia; 
James B. Herrick, Chicago; Clyde L. Cummer, Cleve- 
land; Chevalier Jackson, Philadelphia, and William L. 
Benedict, Rochester. 

In arranging the program the committee has provided 
for dry clinics in the forenoon and scientific addresses 
in the afternoon of each day. 

In view of the high character of the program to be 
presented we feel justified in asking the medical pro- 
fession outside of Indiana to attend the Indianapolis 
session and we desire to assure the members of your 
association that they will be cordially welcomed at In- 
dianapolis on the dates mentioned. 

Sincerely yours, 

The Indiana State Medical Association 
Samuel E. Earp, president. 
Charles N. Combs, secretary. 





CHRISTIAN SCIENCE: ITS INCONSISTENCIES 
AND AIMS 

Christian Science, if it should succeed in its aims, 
would not only abolish medical practice and remove 
the curative and sanative measures which have in mod- 
ern times made so large a contribution to the ameliora- 
tion of the conditions of life generally, but it would 
also abolish scientific research and stop progress in en- 
gineering and in the arts, It is true that the most per- 
sistent attack of this cult is upon medicine and that it 
for the present temporizes in regard to other applica- 
tions of chemistry, physics and biology. Christian 
Science temples are of material stone and brick, erected 
by the use of material means, and even heated with 
material coal and lighted by electricity; Christian 
Science farmers do not scruple even to apply chemical 
fertilizers to the soil. One may be astonished at this 
and wonder why the use of “material” means to stimu- 
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late the eye and to assist the bodily heat-regulating 
mechanism are not as wicked works of “mortal mind” 
as are the application of “material” means to relieve 
indigestion and to stimulate the heart. One may stand 
aghast at the sublime inconsistency of a congregation 
of Christian Scientists of a summer evening cooling 
themselves with palm leaf fans; but we must remem- 
ber that Christian Science has no worries over logical 
consistency, but dismisses logic as an evil work of 
“mortal mind.” 

Furthermore, these inconsistencies are not more egre- 
gious than certain temporizations in regard to medicine 
itself. By a general dispensation, Christian Scientists 
patronize dentists and obstetricians, although in theory 
these forms of medical assistance are in no different 
class from internal medicine, and in the thorough-going 
application of the principles of the cult no “material” 
means should be used to accomplish any result, the 
application of fertilizer to the soil being as great a lapse 
trom “divine mind” as the application of quinine or a 
porous plaster to the animal body. 

These inconsistencies cease to be sources of astonish- 
ment when we remember that the real animus of Chris- 
tian Science, aside from its strictly religious and ethical 
points, is not against medicine as a whole, but against 
drugs, or, in Christian Science terminology, against 
materia medica, and that the vagaries of the Christian 
Science theory with regard to the phenomenal world 
are merely naive attempts to justify this animus, and 
its larger generalizations, even those against surgery, 
are necessarily only verbal and largely ignorant. (From 
“The Utility of Social Nuisances.” By Professor Knight 
Dunlap in The Scientific Monthly, Sept., 1923.) 





THE MANAGEMENT OF ABORTION 

Nine hundred and sixty-one consecutive cases of 
abortion have been subjected to a detailed study by 
Onslow A. Gordon, Jr., Brooklyn (Journal A. M. A., 
March 29, 1924). He concludes that all cases of abor- 
tion, threatened, inevitable or incomplete, should be 
treated conservatively until it is demonstrated that 
conservative treatment has failed. Conservative treat- 
ment, properly executed, will fail in something less 
than four cases out of a hundred. The mortality and 
morbidity in abortion cases is in direct ratio with the 
degree of intrauterine intervention. The more manipu- 
lation and intervention, the higher the mortality and 
morbidity. Curettage in abortion transposes many 
aseptic cases into septic cases. Curettage, therefore, 
is not only seldom indicated, but is often actually 
harmful. Conservative treatment has, if possible, a 
more positive indication in septic cases than aseptic 
cases. 





MARY’S COMPANY 


Mistress—You seem to have a good deal of com- 
pany, Mary. 

Maid—Yas’m. 
Seven different colored gentlemen. 
Tiger. 


Dey’s what I call my rainbeaux. 


Yas’m.—Princeton 
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THE EARLY STAGES OF CHRONIC 
BRONCHITIS* 


Cuarues N. Meaper, M. D. 
DENVER, COLO. 


The non-tuberculous infections of the lungs 
have been the subject of an increasing amount of 
study and discussion during the past decade. 
This has been most active and more fruitful of 
therapeutic results in the field of the surgical 
infections such as pulmonary abscess, gangrene 
and localized bronchiectasis. There exist, how- 
ever, a probably larger group of pulmonary in- 
fections, not due to the tubercle bacillus, for 
which, either because of their widespread in- 
volvement or because of the relatively slight 
gravity of the lesions or of the ill health which 
they cause, lung surgery is either not likely to 
ufford relief or its risks greatly overbalance the 
patient’s disability. In these infections any re- 
duction in incidence or in mortality must be ac- 
complished either by medical treatment or by 
forestalling their development, or in less for- 
tunate cases mitigating their severity, through 
early recognition and prompt and adequate treat- 
ment of those conditions which may foster their 
progress. 

Aside from such specific infections as syphilis 
and actinomycosis, the most common and im- 
portant of these chronic, non-surgical, non- 
tuberculous lung infections are chronic bronchitis, 
diffuse bronchiectasis and the closely related 
group of milder infections which have been de- 
scribed in several papers’ during the past ten 
years under various titles of which the term 
“chronic non-tuberculous lung infection” has 
come into most common use. All these conditions 
have in common a course of great chronicity, in- 
terrupted by occasional acute exacerbations, and 
often leading by very gradual stages to greater 
and greater degrees of physical impairment ; they 
are only slightly amenable to the usual means of 
medical treatment. Etiologically, each of these 
syndromes may be found associated with one or 
unother, occasionally with several of the common 
pulmonary invaders, the pneumococcus, the influ- 

*Read before the Inter-State Assembly of the Tri-State 


District Medical Association, Des Moines, Iowa, Oct. 29, 30, 
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enza bacillus, the micrococcus catarrhalis and va- 
rious types of streptococci. 

The most common of these infections is chronic 
bronchitis which is usually thought of only in 
its text-book guise of the chronic, long-established 
disease in a patient past middle life. This pic- 
ture bears-the same relation to its early stages as 
does the former text-book picture of cancer to 
the early stages and pre-cancerous states which 
we now seek to recognize and eliminate. The 
history of the chronic bronchitic, carefully taken, 
holds many fruitful suggestions bearing upon 
pathogenesis and prevention. It is rarely a short 
one. Through the mutations of “colds” usually 
with accompanying cough and often with frank 
acute bronchitis, of sore throats or tonsillitis, of 
persistent and troublesome catarrh, varied now 
and then by an attack of otitis media or a bron- 
chopneumonia, the history of the respiratory in- 
fection takes its way. Not rarely attacks of 
bronchial asthma appear and disappear in the 
picture, or perhaps entirely dominate it. The 
times of onset of persistent cough, of persistent 
sputum or of dyspnea are hazy; occasionally they 
may be dated from a definite exacerbation. Grad- 
ually the symptoms suggestive of beginning car- 
diac or renal incompetency appear until finally 
the picture of the late stages is developed. Hav- 
ing regard for the long duration of the disease 
with its prolonged opportunity for mechanical 
strain upon the heart and for toxic damage to 
heart and kidneys from the usually present in- 
fection, it is not surprising that Lord? could find 
that, by the time of death, these organs presented 
lesions which might be considered primary, or 
that Hawes* records a sharp difference of opinion 
as to whether or not chronic bronchitis exists as a 
primary disease. A painstaking history is as 
important in mapping the evolution of chronic 
bronchitis in the middle-aged and elderly as in 
detecting the early manifestation of tuberculosis, 
long antedating the final breakdown. Such a 
history, moreover, surprisingly often brings to 
light episodes which are indistinguishable from 
those characterizing the milder types of pul- 
monary infection to which reference has been 
made. 

The evolution of the physical signs through the 
years is comparable to the evolution of the symp- 
toms, and like them, often passes through stages 
irdistinguishable from those characterizing the 


so-called “non-tuberculous pulmonary _ infec- 
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tions.” Cough may be present for long periods 
of time in the absence of detectable physical signs 
in the lungs. Sooner or later, following a fresh 
cold or an acute bronchitis there appear in one 
or the other lung, perhaps in both, and usually 
in the lower lobes a variety of abnormal signs 
These may be very slight and sufficient to attract 
attention only on the most careful examination, 
or they may be very definite and unmistakable 
In their slighter forms there may be found only 
an abnormal transmission of the whispered voice, 
much more rarely of the spoken voice or an ab- 
normally harsh and prolonged expiratory note; 
occasionally there may be found an area of faint 
but unmistakable cog-wheel breathing. Changes 
m the percussion note only rarely accompany 
these slighter signs and when present are mani- 
fested only by a slight relative impairment rather 
than by actual dullness. Such signs may be 
limited to a very small area or they may occa- 
sionally be detected over a surprising portion of 
a lobe. In their more marked stages several or 
all of these signs may be combined in more 
marked degree and may be accompanied by the 
presence of few or many medium or fine moist 
rales, occasionally by subcrepitant rales. Their 


characteristic features lie in their insidious ap- 
pearance, their persistence over long quiescent 
periods with little change and frequently the rel- 
atively slight degrees of physical impairment 
and meagre symptoms with which they are asso- 
ciated. 


The literature of these earlier stages has been 
well reviewed by Field,* who calls attention to 
these conditions as they occur in children. The 
range of severity of this syndrome appears to 
present all gradations from the mildest type in 
which the symptoms and signs persist for a few 
months and disappear without recurrence, to 
those in which the clinical picture merges with 
that of chronic bronchitis. The course may be 
benign with recovery in a few months or the con- 
dition may progress by gradual stages with fre- 
quent exacerbations to the fully developed pic- 
ture of chronic bronchitis or of bronchiectasis. 
Its progress may be interrupted at any stage of 
advance and thereafter remain practically sta- 
tionary for long periods of time, or become 
quiescent. 

Pathologically the chain of events is difficult 
to follow for the very simple reason that patients 
do not die from the early lung lesions and the 
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changes found in those dying of advanced chronic 
bronchitis bear little relation to those presum- 
ably present in the early stages. Hamman and 
Wolman' have reported one post mortem in a 
patient dying of an intercurrent pneumonia in 
which they found a “localized bronchitis, with 
infiltration of the bronchial wall and foci of 
bronchopneumonia about the smaller bronchi.” 
The x-ray throws some light upon the gross dis- 
tribution of the lesions but in the cases reported 
as well as those coming under my own observa- 
tion, no constant picture has been found. 

Perhaps the most common change has been 
that of an accentuation of the normal lung mark- 
ings, particularly of the smaller divisions of the 
bronchial tree, usually to a different degree on 
the two sides and sometimes confined to one 
side. This is sometimes accompanied by small 
areas of relative opacity in the surrounding 
parenchyma, distinctly denser in appearance 
than the fluffy areas of early tubercular infiltra- 
tion. The distribution has usually been in the 
lower lobes, occasionally in both upper and lower 
lobes and rarely confined to one upper lobe. 
Physical signs pointing to hilus gland enlarge- 
ment have been found more frequently in my 
experience than they have been confirmed by the 
x-ray, but such enlargement has not infrequently 
been shown in the films. It is difficult to de- 
cide whether the lesion primarily involves the 
bronchi or the lung parenchyma and whether it 
is properly to be regarded as a chronic bronchitis, 
a chronic peri-bronchitis or as a chronic pneu- 
monitis. It is probable that all these changes are 
present in varying degree in different cases which 
are clinically much the same. 

Whatever the pathology may prove to be it 
seems Clear that it is difficult or impossible t» 
draw a dividing line between these mild types 
of pulmonary infection and the early stages of 
chronic bronchitis. The inveteracy of the latter 
condition suggests that attention might profitably 
be turned to an attempt to recognize and treat 
these earlier stages in hope of warding off the 
latter. 

There is a considerable body of evidence which 
suggests that the upper respiratory tract may play 
an etiological role in both the earlier and later 
stages of the disease. In considering the dis- 
eases of the lungs the fact is frequently over- 
looked that the nares and nasal sinuses and the 
yharyngeal tonsillar tissue constitute an integral 
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part of the respiratory tract, are frequently in- 
fected and are in direct connection with the 
lungs. As Rist® aptly says it is comparable to 
ignoring the condition of the urethra and pros- 
tate in dealing with the diseases of the kidney, 
ureter and bladder. St. Clair Thompson*® in 
1914 noted the influence of chronic sinusitis as 
2 cause of persistent bronchorrhea. The rapid 
disappearance of chronic cough and of the signs 
and symptoms of hilus gland enlargement in 
children following the removal of diseased ton- 
sils and adenoids has long been noted. Rist in 
1916 emphasized the relation of sinus disease to 
chronic pulmonary infection and laid particular 
stress on their differentiation from pulmonary 
tuberculosis. In a later contribution’ he calls 
attention to the analogy between the frequent 
and well recognized association of acute coryza 
with acute bronchitis and the probable similar 
etiological association between chronic nasal and 
chronic pulmonary infections, and states that in 
his wide war experience over 50 per cent. of the 
proved non-tuberculous pulmonary. infections 
fell in this category. In this country Webb and 
(iilbert® have called attention to nasal infections 
as an etiological factor in chronic bronchiectasis 
und state that they have “found few cases of 
bronchiectasis or chronic bronchitis in 
infection of the accessory sinuses was not demon- 
strated.” Mills® has also reported three cases of 
| rotracted chronic bronchitis in children in all 
ef whom marked antral infection found. 
Mackey’*® has studied 276 chronic 
bronchitis bacteriologically and reports that he 
was able to secure positive nasal cultures in 256; 
that in many cases the nasal and sputum cul- 
tures show identical organisms and that he is 
convinced that “there is bacteriological and clin- 
ical evidence that the bronchitis is not primary 
lut is the result of the nasal infection.” Mullin 
and Ryder™ have studied the route by which in- 
lections may travel from the nares and pharynx 
to the lungs and believe that their results in- 
dicate that this may be by way of the lymphatics 
or by direct inhalation. 

Since January 1, 1921, 26 patients whom it 
has been possible to study with some care, have 
come under observation presenting the clinical 
picture of chronic bronchitis or of the so-called 
“chronic non-tuberculous lung infections.” Cases 
of surgical pulmonary infections, of bronchiecta- 
sis and of bronchial asthma as such are not in- 
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cluded in this series, and pulmonary tuberculosis 
could be definitely excluded in each case. The 
age of these patients ranged from 5 to 65 years 
with a remarkably even distribution by decades, 
viz. 
0-10 
4 


10-20 
3 


2-30 3-40-50 0-60-70 
4 4 3 6 2 
Twelve were females, fourteen were males. The 
curation of the symptoms, which were those 
previously discussed as common in the chronic 
non-tuberculous lung infections, 
ranged from 4 months to 59 years. . Three cases 
presented a duration under 1 year; eleven under 
5 years and eight over 10 years. A diagnosis of . 
pulmonary tuberculosis had been made at some 
time previously in 12, and many of these had 
sent to Colorado for this reason. The 
cnset of symptoms followed an acute illness, 
usually a “cold” or an acute bronchitis, in 11 
patients; in 15 it was insidious and could not 
le definitely dated. Excluding a few in whom 
superficial blood streaking occasionally followed 
a severe coughing attack, only three gave a his- 
tory of definite hemoptysis. Asthmatic attacks 
lad been present at some time in 9 patients, in 
! of whom they were severe and persistent. In 
these 26 patients no foci of infection could be 
demonstrated anywhere in the body in 5; in- 
fected tonsils were present in a total of 13, alone 
i associated with infection of the nasal 
sinuses or the teeth or both in 7. Infection of 
the nasal sinuses was demonstrated in 12 cases, 
alone in 7 and associated with tonsillar or tooth 
infection or both in 5. Apical infections of one 
or more teeth were found in a total of 9 cases, in 
only one, however, as the sole infection present. 
In 6 cases infections of other parts of the body 
were demonstrated, of the gall-bladder once, 
chronic appendicitis twice, of the prostate twice, 
and once an otitis media. Each of these was 
associated with infection of the tonsils, sinuses 
or teeth. Cultures from the infected foci showed 
a streptococcus 18 times, being the only organ- 
ism present in 10 cases, associated with a pneu- 
mococcus in 9 cases, with the M. catarrhalis in 
one case. The latter organism was found in 9 
cases, but never by itself. Other bacteria found 
but not regarded as of etiological significance 
were the staphylococcus aureus twice and the 
M. tetragenous once. Curiously enough the 
Pfeiffer bacillus was not reported in any of this 

series, 
The treatment recommended comprised gen- 


non-surgical, 


been 
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eral hygienic measures designed to enhance re- 
sistance, removal of foci of infection where 
demonstrated and possible, and the use of auto- 
genous vaccines. Of the 26 patients there were 
11 who either did not follow up treatment, who 
were seen only for diagnosis, who have not been 
under treatment for a sufficiently long time to 
permit of conclusions as to its efficacy or in whom 
no foci were demonstrated. Of the remaining 
fifteen all received appropriate hygienic treat- 
ment. In six of these all demonstrated foci were 
removed and no vaccine given with improvement 
in three, temporary improvement in one, no 
improvement in two. In six patients for various 
reasons demonstrated foci were not removed but 
autogenous vaccines containing the organisms 
present in those foci were administered over vary- 
ing periods of time. Of these two showed im- 
provement, three temporary improvement and 
one no improvement. In three patients in whom 
it was possible to remove demonstrated foci and 
to administer autogenous vaccine over a satis- 
factory length of time, all are recorded as 
improved. Improvement is here used to indi- 
cate freedom from symptoms and absence of signs 
of chest activity over a period of from 6 months 
to 3 years; temporary improvement to indicate 
definite amelioration of both symptoms and signs 
at least temporarily. The series is too small to 
permit of any useful correlation between the 
results obtained and the type of focus or of or- 
ganism involved, or of the effect of duration of 
symptoms upon tlie probable result though the 
impression has been gained that, as might be ex- 
pected, the patients with a shorter history afford 
a better prospect of relief. It also seems justi- 
fiable to conclude that foci of infection about the 
upper respiratory passages are very frequently 
associated with these chest infections; that suclr 
fuci frequently stand in a causal relation to the 
latter and that their removal constitutes an essen- 
tial step in the curative treatment of these con- 
ditions. 

The non-surgical, non-tuberculous lung infec- 
tions form a closely related and overlapping 
group of which chronic bronchitis and bronchi- 
ectasis represent the advanced stages; they are in 
the aggregate the cause of much ill-health and a 
factor in shortening life; when well established 
the advanced stages are unamenable to treat- 
ment. It is therefore particularly important that 
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the milder infections leading up to them be 
recognized as potential early stages to the end 
that the development of the more serious con- 
ditions may be forestalled by appropriate treat- 
ment of the antecedent lesions. 
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TUMORS OF THE BREAST* 


Joun F. Erpmann, M. D. 


Director of Surgery, N. Y. Post-Graduate Medical School 
and Hospital. 


NEW YORK CITY 

In correlating my material for this paper 
I have collected from my card index all oper- 
ations upon the breast except those for mastitis, 
either chronic or suppurative, during the period 
from January 11, 1905, to and including August 
15, 1923, about 18 years, and find recorded in 
the index 539 cases. There were also in this 
series 22 carcinoma recurrence operations, which 
were in part mine and the remainder patients of 
others, one of these being operated upon four 
times in the scar and remote areas. Of the cases 
operated on, 315 were carcinoma—one of the 
entire number being a well advanced bilateral 
manifestation. There were 141 cystadenoma, oi 
which about 117 were unilateral and 24 bilateral ; 
sacoma, 2; tuberculosis, 2; lipoma, 4; aberrant 
breast, axillary, 3, one of which was carcino- 
matous; one sebaceous cyst of good size; one 
hemorrhagic cystadenoma; adeno-fibromata and 
fibro-cystadenoma, 27, and peri and intracanali- 
cular fibroma, 38; of these latter in all 65 (in- 
cluding intracanalicular cystadenoma and intra- 
canillicular papilloma, etc.). 

It will be observed in the figures that about 
60 per cent. of all the cases selected fer operation 
were carcinoma. The cases operated on do not 
represent by far the patients seen with cystadeno- 
matous, ete., degeneration of such slight degrees 
as to be considered non-operative. Neither does 


*Read before the Inter-State Assembly of the Tri-State 
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the large number of cystadenomatous breasts 
operated upon represent an evidence of operative 
furor in this class of pathology, but they were 
iu all instances patients with this type of de- 
generation so far advanced as to demand oper- 
ative relief. Numbers of them had had single 
cyst operations done on various occasions, one in 
particular asking for radical relief after five 
individual operations had been done by various 
operators, each operation being guaranteed as 
being the last of her trouble. 

It has been my experience to see but two tuber- 
culous tumors and two sarcomata in this period 
of time and one aberrant breast undergoing 
malignancy, which finally required a re-operation 
including the previously normal breast. 

There are four instances in the carcinomata 
in which the second breast was invaded. One of 
these patients was inflicted with the second 
growth so remotely placed from the chain of lym- 
phaties as to lead me to consider the tumor of 
primary origin, equal to that of the first breast 
There was one bilateral carcinomatous involve- 
ment almost equal in both breasts. The case is 
so interesting as to deserve recording. 

C. M., 47, single. Admitted to the hospital March 


Chief complaint, 
Family his- 


17, 1921; discharged March 28, 1921. 
tumors of the breasts, duration 7 months. 
tory—negative ; past history—no operation, no previous 


itlness. Personal history: Menopause 2 years ago, 
some slight spotting since. Present trouble, 7 months, 
no pain; no discharge from nipple; no loss in weight. 
Physical examination, negative. Surgical condition: 
definite assymetry of the two breasts. The left pre- 
sents a flattened out and retracted nipple. The entire 
breast is hard, rubber-like in consistency. It moves as 
a whole on the chest. There is a large hard gland 
in the axilla, freely movable and smooth. Right breast: 
very hard, especially about the nipples; no retraction of 
the nipple, but the skin retracted in other areas and 
very adherent to the underlying tissues. Few very 
small hard nodes in the axilla. Operation: bilateral 
Stewart incision; result: primary union. Pathological 
report: Bilateral Schirrhous Carcinoma. Metastasis to 
lymph glands. 

The peri-canalicular and _ intra-canalicular 
tumors were seen in the female, usually from 17 
to 35. The cysto-papillomata, of which quite a 
few were recorded, were easily diagnosed at the 
first visit by the characteristic discharge from 
the nipple. In the non-recorded cases of mastitis, 
1 am quite satisfied that three recently operated 
upon were fat necrosis cases of the type described 
by Burton Lee. In neither of these did I remove 
more than the areas involved. 
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As to the question of bilateral involvement 
being primary or of the second breast being in- 
vaded through lymphatic conveyance, one is un- 
able tq decide, but I am rather fixed in my 
cpinion as to the two of the patients specially 
cited. In the instance of the patient with the 
immediate bilateral involvements I am inclined to 
believe after very careful examination and cross- 
examination that the breasts were simultaneously 
invaded by primary growths, or almost so; at 
least I feel that neither growth was a metastasis 
from the other. 

In a patient with involvement of the remaining - 
breast four years after the removal of the absent 
breast, the zone occupied, the discreet type of 
tumor, absence of any infiltrating process from 
the removed side and the absence of evidence by 
x-ray of any other metastases, lead me to a posi- 
tive conclusion that involvement of the remain- 
ing breast was as much of a primary growth as 
the tumor in the removed breast. Unless we can 
Cefinitely trace the metastatic chain across the 
breast, such instances as the one just cited should 
be classed as primary and not as metastatic. 

In this series of patients but 3 were in the 
male—one a recurrence and two primaries. I 
have previously reported—see Dennis; System of 
Surgery—3 male patients with tumors of the 
breast. 

Diagnosis of Malignancy: The most frequent 
reason, barring the presence of a tumor, that pa- 
tients advance for suspecting malignancy is pain. 
li is most gratifying to be able to tell these woi- 
ried callers that malignancies of the breast never 
begin with pain ; that when pain is a symptom of 
cancer it requires no expert to diagnose the con- 
ditions and that the pain in these patients is due 
to compression involvement of the nerve fila- 
ments, infiltration, or a large tumor, or exposed 
nerve filaments in an ulcerating tumor. As a 
rule, malignancy of the breast is a single tumor, 
as compared with multiple tumors in cystade- 
noma, fibroma, etc., although one occasionally 
sees a malignancy present with a well defined 
multi-tumor not of the cystic variety. Recently 
I have removed a carcinomatous breast with two 
distinct nodules, four inches apart. The bilateral 
breast tumors are most frequently the cystade- 
nomata and fibromata. 

No better diagnostic objective evidence is 
known than the dimpling of the skin when the 
breast is grasped, as compared with the full 
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rounded convexity of the normal breast when 
cumpressed between the examining fingers. This 
dimpling sign of malignancy is obtained very 
early. By lifting the breast from below, or by 
compressing it between two or more fingers, the 
dimpling will readily follow, while in the non- 
involved breast, the convexity will remain or be 
exaggerated. This dimpling can also be seen 
without difficulty either by direct or by oblique 
inspection, and by feeling carefully over the 
dimple one obtains with the palpating hand the 
sense of hardening or tumor. In patients with 
more advanced or in patients with a more dis- 
seminated growth, the classical orange peel skin 
The elevation of the breast affected 
above the plane of the other, due to the lifting 
effect of the involved tissues, is seen in more 
Strongly abducting the 
arm from the side, thereby making the skin and 


is seen, 


advanced conditions. 
pectoralis major tense, will often bring the tumor 
into bold relief. Compression of the breast upon 
the chest wall either with the patient prone or in 
erect posture is an excellent means for detecting 
irregularities. 

Retraction of the Nipple: 
upon this condition for a diagnosis, operations 


If one were to rely 


upon the breast would be more common than 
those for the appendix. In a very large propor- 
tion of patients there are single or bilateral 
retracted nipples in breasts that are absolutely 
normal otherwise. The retracted nipple of malig- 
rancy is due to the same cause as the dimpling of 
skin mentioned above. Eversion of this latter 
type of retraction is usually impossible, while in 
the normally retracted nipple eversion is quite 
possible in the great majority. 

Axillary Adenopathy: To be found readily on 
palpation in the majority of patients, a gland 
must be exceptionally enlarged or the subject ex- 
ceptionally thin. 

Metastases are important in their bearing upon 
One 
cannot be too careful in the readily palpable 


the question of operative justifiability. 


tumor in the search for secondaries, those of the 
mediastinum or lungs characterized by a dry 
cough; in the bones by pain allied to nerve dis- 
tribution pains, such as facial, intercostal, and 
in my experience frequently in the course of the 
sciatics, one or both. 

One of my patients lived 11 years after a very 
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extensive dissection. The first evidence of 
metastasis was a hoarseness of voice, increasing 
slowly in intensity. It was not suspected that 
the hoarseness was in any way due to metastasis 
from the growth removed almost eleven years 
before until x-ray showed a tumor, the shadow of 
which was the size of a tangerine and situated 
above the arch of the aorta. 

As far as my personal observations go, I 
cannot encourage the idea that metastases occur 
in the abdominal viscera in such frequency as 
we are led to believe by various observers. There- 
fore I am not inclined, in all patients, to prac- 
tice Handly’s resection of the upper segment of 
the rectus fascia, although I frequently do it. 

in addition to the remote sites mentioned, the 
immediate sites call for consideration. Recur- 
rence in the scar can be assigned to too small a 
skin flap removal, implantation by using of for- 
ceps in the flap edges that have not been properly 
c'eaned after use in the ablated portion ; the con- 
veying of cells on the gloves, towels, sponges and 
other instruments, etc., that have been in con- 
tact with the removed area. The fact that cells 
may be lodged in the lymphatic channels at a 
remote area must account for those shot-like 
bodies, seen later at a distance from the scar of 
operation. Occasionally the shot-like masses in 
the area formerly occupied by tle breast are 
cystic formations about a ligature, etc., and wil 
disappear in time. 

No breast should be removed when the supra- 
clavicular and cervical glands are so metasta’ 
ically enlarged as to be readily palpated, but 
should be subjected to x-ray or radium for a 


time. This same statement holds in those pa- 


tients with massive skin infiltration. I have re- 
cently had a marvelous disappearance of the skin 
infiltration in a woman of 38 after x-ray applica- 
tion by the more recent high voltage machine, 
aithough the tumor proper maintained its orig- 
inal after six treatment. This 
patient was subsequently operated upon and died 
in six months even with added post-operative 
No breast should be operated 
uvon with a promise of cure or a great extension 
of life in which the growth, ulcerated or not, is 
adherent to the chest wall. This type should 
also be subjected to ray or radium treatment, ex- 
ceptions being in the instances when one can 


size months’ 


X-ray exposures. 
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remove the ulcerating tumor and cover either 
by plastic or by grafting processes. 

I believe that tumors, when they are small 
should be operated upon and not treated by x-ray 
until after operation. A regrettable incident oc- 
curred in my practice in 1921. A patient with « 
small nodule in the upper inner quadrant of the 
right breast was advised by me to be operated 
upon. However, she had a relative, connected 
with a large hospital, which deals largely with 
malignancies and is well furnished with radium 
and x-ray appliances. By this over-enthusiastic 
relative the patient was given every confidence 
of cure, and I lost sight of her for six months. 
Upon her return to me at the end of this period, 
during which, she stated, she had been told that 
she was cured, the growth was still present, de- 
cidedly larger, and in addition there was dis- 
tinctly evident adenopathy. Operation was again 
advised and consent at this time given. The 
removed growth was carefully examined by a 
pathologist, and no cell changes, due to x-ray 
“sickening” or destruction was observed by him. 

Recurrences may be exceptionally rapid, and 
again very slow. The explanation for either is 
nct ordinarily obtained from the pathologist. At 
times, he will predict rapid recurrence, as was 
done in case of the patient with mediastinal 
growth eleven years after the operation. This 
patient was considered by two pathologists to be 
hable to a rapid—six to twelve month—recur- 
rence, and without x-ray or radium treatment, 
lived eleven years before showing a suspicion of 
a secondary tumor. No autopsy was done in this 
case, so that even with the x-ray picture we are 
still in doubt as to the nature of the growth. 
Recently I have been notified of the death by 
senile dementia of a former patient of mine from 
whom I removed a breast sixteen years ago. The 
prognosis made by the pathologist was that of a 
rapid return. No evidence of a recurrence was 
observed, however, by her last attending phy- 
sician. The youth of a patient, as in cancers at 
any site, is a strong factor in early or rapid 
recurrence or metastasis. The zone of the tumor, 
I am led to believe, may also be a factor in rapid 
metastasis. My most rapid recurrences under 
this heading are secondary to tumors in the axil- 
lary border of the breast, and also in the fat 
type of patient more frequently than in the lean. 

The question of doubt in diagnosis may in 


most instances be determined by an immediate 
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pathological examination of a frozen section. | 
dc not believe that a wide resection of a growth 
for immediate analysis endangers the patient at 
all. I cannot make the same statement for those 
patients in whom the specimen is removed days 
or weeks before the breast is removed. The 
clinical picture on gross section of these question- 
able growths is as a rule so clear that the expe- 
rienced operator in the majority of instances does 
not require the microscope except as a confirma- 
tory measure. 

X-ray or radium as a preliminary to operation 
is in my opinion at the present time a “follow 
the leader game” that will require some years to 
satisfy us definitely as to its practicability. Use 
of these agents subsequent to operation is today 
lergely enhanced by the advertisement the agents 
have received in the public press and by the 
friends of the patient. I am at present com- 
pelled to say that my cases longest free from 
metastasis were not treated with x-ray, as at that 
time x-ray and radium were not in their present- 
day positions. 

To be effective in the prolonging of life or pro- 
ducing a cure, at present the most painstaking 
and extensive dissections are necessary. I am 
unfortunate in this discussion in being unable 
to bring before you statistically my recurrences 
as to site and time as but 43 replies were re- 
ceived to 150 questionnaires sent. Neither am 
I going to entertain the question of pathology. 
The most radical operation consists in the com- 
plete resection of the pectoral muscles, cleaning 
out the axilla of glands and fat, and extending 
the excision at times to the supraclavicular 
space. Ido not demand removal of the pectoralis 
minor, except when unable to freely approach 
the vessels and nerves of the axillary and sub- 
clavicular zone. No functional disturbance fol- 
lows the removal of both pectorals, therefore no 
hesitancy in removing them should exist. 

The questions to be considered in a breast am- 
putation must be: Is it justifiable from the 
standpoint of recurrence or metastasis? Is the 
mortality chance sufficiently low? Will the fune- 
tions of the upper extremity after operation be 
preserved? The answers to two of the preceding 
questions are self-evident as a rule. 

The functions of the upper extremity should 
never be involved. Free motion is always pos- 
sible when orders for motion are properly carried 
out in practically every incision devised. The 
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greatest impairment of motion may arise in the 
Willy Meyer-Halsted incision of years ago, where 
the axillary edge of the pectoralis major is fol- 
lowed. This line of incision when healed has to 
be stretched when abduction is instituted and 
therefore in the nervous, hypersensitive, etc., 
limitation may be.the result. If on the other 
hand the modified incision be used in which the 
incision slopes gently over the deltoid with con- 
vexity upwards, when the arm is abducted the 
points of origin and termination of the incision 
are brought together. The Stewart incision has 
been used in over 85 of my patients since 1916, 
with no great difficulty in exposure and no great 
obstruction to motion after the first few weeks, 
although many patients complain that the up- 
ward (abduction) movement drags on the chest 
wall scar in the early period following operation. 
The advantage of this incision is purely cosmetic 
and should be used in selected cases only. 

The mortality in my carcinoma cases was two, 
and these deaths were partly attributable, in all 
probability, to a siege of streptococcus haemoli- 
ticus infections that we had in the hospital at 
that time, also in one of these patients due to a 


second operation being done within eight or nine 


days subsequent to the first. This patient re- 
fused anything but a removal of the suspicious 
growth and demanded waiting for eight or nine 
days after being told that the pathological report 
was carcinoma. On operating radically, the area 
from which the tumor had been removed was 
found filled with clot and the surrounding tissues 
eechymotic. A complete removal was done, a 
rapid rise in temperature to 103 in two days, 
purulent metastases were observed all over the 
body, joints, cellular tissue, etc., with death re- 
sulting in ten days. Culture returns from the pus 
at the various sites was always that of strep- 
tococcus haemoliticus. 

It is very pleasing to record relatively few 
chest complications in so large an area of ex- 
posure to trauma and infection in the respira- 
tory zone. 

Cystadenoma, single cyst, or the blue dome 
cyst of Bloodgood, cysto-fibroma, multiple cyst, 
intracanalicular, pericanalicular, adeno-fibroma, 
etc., are as a rule readily diagnosticated. 

In the cyst-adenomata and multi-cystic breasts 
one feels a single or many small nodules. Very 
often careful massage from the periphery to cen- 


ILLINOIS MEDICAL JOURNAL 


September, 1924 


ter will cause to be extruded from the nipple a 
fluid varying in consistency and in color from 
watery to pale straw, purulent or milky, bloody 
or chocolate brown appearance. In all but the 
bloody or chocolate colored fluids one can safely 
say that he is dealing with a benign condition. 
This type of growth is also prone to be bilat- 
eral. Recently I removed the remaining breasts 
of two women previously operated upon, one nine 
and the other six years, for the same disease. 
Among its many names, the term “old Maid’s 
breast” is frequently applied. When the dis- 
charge is bloody or chocolate colored the diagno- 
sis is usually that of inter-canalicular papilloma 
or a papillomatous cystadenoma. Again this 
bloody type of discharge may be due to bleeding 
from a non-papillomatous cyst with a malignant 
growth in the wall of the cyst. In the latter in- 
stance the precautions taken in a definite malig- 
nancy had better be observed. By careful pal- 
pation one is often able to outline a tumor in 
the area circumscribed by the outer margin of 
the areola and usually close to the nipple. On 
section of this tumor the eye frequently sees the 
cock’s comb like papillomatous growth. These 
processes usually grow from the inner wall. of 
one of the larger ducts. The question of these 
papillomata being malignant is disputed by many. 
I believe that a papilloma of the breast is as 
dangerous as a-papilloma of the bladder or rec- 
tum, ete., and that, therefore, radical removal 
is in order,—at least the removal of the breast 
is demanded. 

In an article published by me (the American 
Journal of Surgery, January, 1912), I called 
attention to this type of tumor recording a series 
of 17 patients with several illustrations taken 
from the removed breasts, presenting very typical 
papillomatous growths, and cited the work of A. 
A. Strasser, Arlington, N. J., who reports Bowlby 
(St. Bartholomew’s Hospital Reports, 1888) with 
being the first to use the term duct papilloma, 
ete. I further stated that the question of malig- 
nancy in the early stages can be answered in the 
negative, but that they do become malignant, 
as evidence, Greenough and Simmons report 14 
per cent in the pedicles and Bloodgood at that 
time claimed 50 per cent in the cases observed at 
the Johns Hopkins. My conclusion in this quoted 
article was that in small growths, excision of the 
growth suffices, while in large growths amputa- 
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tion of the breast is imperative. I shall modify 
this now by saying that I feel that all papilloma- 
tous breasts should be amputated. 

Canalicular fibroma, intra and peri:—In one 
instance a very large growth involving the left 
breast, weighing five pounds, was removed, the 
clinical diagnosis of which was sarcoma, the 
pathological that of intracanalicular adenofib- 
roma with no gland invasion. Complete re- 
moval was done. Six months later the patient 
coughed up a piece of tissue. Pathological diag- 
nosis was sarcoma. At about the same time the 
entire cutaneous area was involved with growths 
from the size of a French pea to a hazelnut. 
These were subsequently pronounced sarcoma. 
The inference is, either the slides were wrongly 
read by the first pathologist, or that the original 
canalicular growth degenerated into a sarcoma at 
some point that escaped the pathologist’s atten- 
tion. 

As previously stated, my list of operations for 
cystic breasts does not represent an operative 
furor,—these operations were done for demand 
reasons—persistent soiling of the linen by leak- 
age; rapid growths; reoperative disappointment, 
and fear of more operations on the part of sev- 
eral who had from two to five removals done 
which were followed in a short time by palpable 
recurrences or rather new growths. These, in all 
probability were pre-existing small cysts that en- 
larged. 

In those patients in whom we intend removing 
a single cyst, but whose breast tissue we find 
studded with numerous cysts in size just visible 
to that of a French pea or larger, I advocate 
amputation of the breasts without the extensive 
dissection done in malignancies. 

These patients do not have the feeling of mu- 
tilation, as expressed by Bloodgood, and more 
recently by Peck quoting Bloodgood, but in the 
majority of instances are grateful for the work 
done: I feel that if they are to have the oper- 
ation created in their minds many times by pro- 
pagandists and annual cancer weeks, newspaper 
notoriety, etc., that a placid mentality, due to a 
complete operation, is far better than a diseased 
mentality with a less radical operation, not only 
for the tumor bearing individual, but also for 
each of her relatives and friends. 

While cancer week notoriety and propagandism 
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is desirable, nevertheless I have found from my 
office experience that a great deal of unneces- 
sary mental suffering is created during these pe- 
riods which again is followed by the gratitude 
of the sufferer whose mind is relieved. 

In the single growth—the blue dome cyst of 
Bloodgood, the discreet fibroma and the canali- 
cular growth, the operation of removal resolves 
itself into a resection of the area well outside the 
tumor, with proper suture repair. 


In conclusion I should like to emphasize the 
belief on my part: 


1. That no tumor in the breast is a desirable 
tenant even if its innocence be proved without 
a question of doubt. 

2. That a growth in the remaining breast is 
as likely to be of primary origin as was that in 
the breast first removed. 

3. That at the present day we are unable to 
state positively what the influence of x-ray and 
radium is either as a pre-operative or post-oper- 
ative aid. But in view of many apparent re- 
ductions in size, etc., previous to operation in 
cases considered non-operable, the use of x-ray 
and radium should be encouraged until proven a 
menace. In my opinion too few years have 
passed for positive results to be shown from these 
agents, even in view of some of the glowing re- 
ports at present regarding the non-recurrence. 
Post-operative treatment should not be neglected 
by pre-operative, until some definite proof of its 
help or inefficiency has been established. 

4. That in the presence of late metastases the 
powerful currents of the present day should be 
given a thorough test—to prove or disprove the 
efficiency of this method of treatment. 

6. That the most thorough and painstaking 
wide removal with remote glandular and fascial 
dissections will tend more and more to increase 
our percentage of cures and extension of life. 
That the radical operation is attended with so 
low a mortality as to promote a greater desire 
on the part of consulting physician to demand 
early operation. 

5. That the use of radium and x-ray as cures 
in malignancies of the breast, so far are discour- 
aging. 

60 W. 52d Street. 
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SOME TECHNICAL POINTS IN THE 
OPERATIVE TREATMENT OF GOITER 


E. P. Stoan, M.D. 
BLOOMINGTON, ILL. 


Gentlemen: I will confine my remarks to 
some points in technique that seem worthy of 
consideration, and, with your permission, I will 
read my paper by abstract and ask you to take 
part in the discussion. I want you to interrupt 
me and make pertinent comments as we go 
along. 

Of course, we are all vitally interested in the 
reduction of mortality. Undoubtedly the use of 
preliminary minor operative procedures to tide 
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We have been convinced for several years that 
fractional doses will sometimes stimulate the 
secretion. from the gland and aggravate the con- 
dition. Sometimes it may check the normal se- 
cretion from the areas of normal tissue present 
in the gland but permit the toxic secretion from 
the changed or abnormal areas in the gland to 
be increased. But we are sure that the secretion 
from the gland can be checked for a period of 
two or three weeks by one massive dose of x-ray 
or radium. The patient usually shows improve- 
ment for a period of from two to four weeks. 
The second dose gives us about one-half the ef- 
fect of the first one, and the third dose in our 
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the patient over a crisis and make a future 
radical operation safe, has had a great deal to 
do with the reduction of mortality. 

X-Ray and Radium. I believe that, unques- 
tionably, the secretion from the gland can be 
temporarily lessened by the use of x-ray or 
radium. By thus reducing the toxemia, even 
temporarily, the heart improves and the patient 
gets in better condition for operative procedures. 


: *Read before Section on Medicine, Illinois State Medical 
Society, Springfield, May 8, 1924. 


hands makes them worse about as often as it 
makes them better. Now who has something to 
say on the general proposition of the effect of 
Roentgen ray on the gland? 

Injection As a Preoperative Procedure. Sev- 
eral years ago the injection of boiling water into 
the gland was extensively advocated. If enough 
water is gotten into the gland at boiling tem- 
perature, an inflammatory reaction occurs that 
checks the secretion for about two weeks. The 
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difficulties attending this procedure are consider- 
able. It is much easier and just as effective to 
inject the gland with quirfineurea hydrochloride 
solution. Each one of these procedures has some 
advocates as a curative measure. Most of those 
who advocate the quinine-urea hydrochloride in- 
jection as a curative measure advocate the use of 
strong solutions, twenty to fifty per cent. But, 
as a simple dependable procedure for temporary 
but prompt relief of thyrotoxicosis, a one per 
cent or two per cent solution injected through 
a fine needle is very effective and brings about 
an inflammaatory reaction that checks the se- 
cretion for two to three weeks. In many cases, 
x-ray treatment and injection nicely take the 
place of ligation. 

Ligation. Ligation of the supérior thyroid 
arteries has been the favorite procedure in many 
large clinics. Ligation of the inferior thyroid, 
although for some reason not a popular opera- 
tion, is the favorite procedure of a few operators. 
By making an incision seven-eighths of an inch 
long through the skin and superficial fascia one 
inch above the clavicle, retraction of the sterno- 
cleido-mastoid muscle inward and upward brings 
the small incision right over the inferior thyroid 
hetween its origin at the thvroid axis and where 
it goes under the carotid. The operation at this 
place is easier than the one of ligation of the 
superior thyroid, and the scar is in line with the 
usual incision for radical operation, not high on 
the neck. We get as much benefit from the 
ligation of one inferior thyroid as we do from 
ligation of both superior thyroids. 

Du-Quervain’s operation of which vou hear 
so much, was not devised for a preliminary and 
minor operative procedure to prepare these pa- 
tients for operation and carry them through the 
crisis. The late Professor Theodore Kocher 
thought that at least one-third of the gland 
should always be left. He enucleated the tumors, 
and when others developed, operated again. It 
was not his practice te always remove all the 
diseased tissue in the gland. He removed only 
the tumor mass. That was really the most no- 
ticeable point in his technique as those of you 
who have seen him operate will remember. When 
Du-Quervain took his place, a large number of 
these cases were coming back for reoperation. 
With the idea that, by cutting off mos¢ of the 
blood supply he could leave large portions of the 
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g'and and have fewer come-backs, he developed 
his inferior thyroid ligation as part of the tech- 
nique of his radical operation. I do not think 
that it should be considered as a minor operation 
for immediate benefit and as a preliminary meas- 
ure to assist in preparing the patient for radical 
operation. 

I don’t believe that there are as many ligations 
performed as there were several years ago. The 


x-ray and injection treatment takes care of the 


preliminary treatment of a good many that in 
the older days would have been ligated. 

Another advantage of the sequence of x-ray, 
injection, and then operation is that you can 
do the whole thing with one hospitalization. 
These patients dislike very much to have an op- 
eration and go home and then have to come back. 
By this sequence, you can often carry them 
through and get them well and send them home 
with perhaps no lessening of the total amount 
of time in the hospital, but with only one, hos- 
pitalization. 


Radical Operation or Thyroidectomy 


The position of the patient on the operating 
table is important. The shoulders should be for- 
ward, the head slightly back. If you expect to 
sever the muscles transversely the head can be 
held further back. But if you expect to remove 
the goiter through a small incision without cut- 
ting muscles, it is better to place no extra ten- 
sion upon them by holding the head too far back. 

The most satisfactory technic in our experi- 
ence for operation. with local anesthesia is the 
simplest one. The skin and subcutaneous tis- 
sues are first infiltrated, then a fine needle is 
passed down through skin and muscles to a point 
just above the upper pole’of the side you expect 
to remove and all the tissues surrounding the 
upper pole infiltrated. If both upper poles are 
to be attacked the other side should be likewise 
injected. 

The incision should be made low and sym- 
metrical, but not over the ends of the clavicles. 
It should be made down to the superficial plane 
of cleavage at the platysma, perpendicular to 
the skin, leaving a layer of fat on the flap. 

I want to cali your attention to the planes 
of cleavage. First, the plane of cleavage under 
the skin flap is either just external or internal 
to the platysma. Second, the plane of cleavage 
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on the anterior two-thirds of the surface of the 
thyroid gland. It is just external to the capsule. 
At the external margins of the gland, the layers 
of the capsule are reflected outward to the cer- 
vical fascia. The other line of cleavage is along 
the posterior surface of each lobe. This reflex- 
ion of the capsule outward divides the surface 
of the gland into two surfaces that for conven- 
ience we designate anterior and posterior planes 
of cleavage. When the gland enlarge: posterior to 
this attachment, the location of its junction with 
the gland is more anterior. When the anterior 
portion of the gland is enlarged, it is apparently 
in a more posterior position. Sometimes an en- 
largement occurs at the upper pole posterior to 
this transverse septum. I have been misled by this 
condition, and thought I had removed almost the 
entire lobe when a large colloid adenoma at the 
upper pole had developed posteriorly to this sep- 
tum and was overlooked. 

By following the anterior line of cleavage be- 
yond this transverse partition in the neck, it is 
possible to extend the dissection out into inter- 
esting territory and encounter great difficulty in 
properly exposing the gland. 


It is remarkable how strong this septum proves 
to be when an attempt is made to pull the gland 
forward with it intact, and how easily and blood- 
lessly it strips from the gland if an opening is 
made through it to the posterior plane of cleav- 
age and the finger is passed posterior to the gland 
along the plane of cleavage on the posterior bor- 


der of the gland and brought forward. 
cially is this important at the upper pole. 

Sometimes this septum is so thin and so situ- 
ated that it is of no importance. Sometimes it 
is short and strong and, if the gland is fragile, 
great difficulty will be experienced in dislocating 
it until it has been released from this attach- 
ment. Separating this septum from the lobe will 
often afford better exposure than enlarging the 
skin incision and cutting the muscles trans- 
veresly. 

Raise the flap, following the superficial plane 
of cleavage, separate the fascia and muscles from 
the sternum to the cricoid and down to the isth- 
mus of the gland. Free the gland to each side, 
following the anterior line of cleavage. Then 
by blunt dissection, make an opening through 
the septum into the posterior plane of cleavage, 
and strip forward until both planes of cleavage 


Espe- 


ILLINOIS MEDICAL JOURNAL 


September, 1924 


are continuous. Tie all bleeding points. If you 
are going to cut the muscles, place your clamps 
and cut the muscles outward to the edge of the 
sterno-cleido-mastoid. If you are not going to 
cut the muscles, you must plan the next step 
carefully. 

You have the two lobes and the isthmus. The 
mechanics of delivery of each lobe is not dis- 
similar to that of a posterior vertex presentation 
in obstetrics, the lower pole of each pole repre- 
senting the vertex, the attachment at the isthmus 
the chin, the superior angle of the opening be- 
tween the muscles, the pubic arch and the lower 
angle, the perineum. To deliver the lobe you 
must have flexion, extension, rotation and prog- 
ress. Sometimes you can rotate the lobe, dislo- 
cate it, ligate the blood vessels at the superior 
pole, sever the attachments at the lower pole and 
the removal be attended with no particular diffi- 
culty. But if you anticipate any difficulty in 
such a maneuver, then develop the planes of 
cleavage and observe the mechanics of delivery. 

Pick up the capsule at its attachment to the 
trachea above the isthmus and sever the superior 
attachments of the isthmus across the trachea; 
this will free the superior edge of the isthmus 
from the trachea. Tie every bleeding point. Re- 
move all forceps. Then you will find the reflec- 
tion of the capsule from the internal side of the 
superior poles to invite you to extend the dis- 
section outward and upward along the anterior 
and inner side of the upper poles. There are 
usually some very vigorous blood-vessels in this 
area, including some branches of the superior 
thyroid. The blood supply is so free from this 
source that unless severed at this time the hemor- 
rhage will be annoying from any cut portion of 
the lobe. 

Now, having freed the superior edge of the 
isthmus and the anterior attachment of the lobes 
to the peri-laryngeal structures, stripped the sep- 
tum off the external border, and controlled the 
hemorrhage, the isthmus may be moved upward 
and inward, without traction upon the trachea 
and larynx. If the gland is not large you can 
now retract the muscles upward and outward 
and ligate the superior pole. But if it is large, 
you may not be able to get to the superior pole 
until the tumor is dislocated and released by 
severing all its other attachments. By traction 
on the forceps attached to the gland and by 
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manipulation it can be flexed, rotated and ex- 
tended so that slight upward and inward traction 
brings the lower pole into the small opening. By 
cutting between snaps you can sever the attach- 
ments at the lower pole, the remaining attach- 
ments of the isthmus along its lower border and 
the thyroidea intima. 

If the attachments between the inner and ante- 
rior side of the upper lobe and the peri-laryngeal 
structures have been severed, the whole lobe can 
be drawn out until the last attachments, the 
branches of the superior thyroid that approach 
the gland at the upper pole, are visible and can 
be clamped and cut. The other branches of the 
superior that sometimes pass down along the 
larynx and cross over to the glands were cut when 
the gland was freed from the larynx. 

Having one side delivered, the isthmus freed 
from the trachea, the same procedure can be car- 
ried out on the other side with much less diffi- 
culty. The vessels must all be securely tied, the 
lymphatics as well as the blood vessels, then the 
muscles and the fascia brought together, and the 
skin closed neatly. 

The question arises: Why not cut the isthmus 
at the start? That is all right, but it is better 
on account of hemorrhage to sever all superior 
attachments of the isthmus and the inner attach- 
ments of the superior lobes before you cut the 
isthmus. Some operators cut the muscles across 
from the central opening to the edge of the 
sterno-cleido-mastoid between clamps. This pro- 
cedure makes the operation easier, but in case 
infection develops and the muscles do not unite, 
the larynx and trachea are covered only by the 
skin flap. By not cutting the muscles, the shock 
is not so great, the muscles are uninjured, the 
convalescence is shortened, the discomfort is less- 
ened, the control of the voice is not interfered 
with, and the mortality is lowered. Many pa- 
tients, who are good surgical risks for the opera- 
tion that is done without cutting the muscles, are 
poor surgical risks for operation with clamped 
and cut muscles. If the plans of cleavage are 
followed and the mechanics of delivery observed, 
it is never necessary to cut the muscles. 


Multiple Stage Operation. 


The multiple stage operation, to my mind, is 
another life saving procedure in very serious 


cases. It has been advocated by Dr. Frank La- 


hev of Boston for some time. You have just 
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heard Dr. Dyas commend it. The multiple stage 
operation takes care of a good many cases that 
otherwise would have to have ligation, and after 
a period of time at home, return for the radical 
operation. 

The multiple stage operation works out better 
than one would think who has not tried it. If 
there is not too long an interval between the 
different operations, you can separate the old 
wound with practically no bleeding, and while 
it looks as though you would likely have infection 
following the later operation, yet the course of 
these cases following later operations compares 
favorably with that following a primary opera- 
tion. 

Any patient that will be benefited by ligation 
will be benefited more by taking out any appre- 
ciable portion of the gland. We think one rea- 
son that this is true is because whenever you 
traumatize the gland an inflammatory reaction 
occurs similar to that following injection of qui- 
nine-urea hydrochloride solution. So, by using 
x-ray, injection, and then the multiple stage op- 
eration, many critical patients can be carried 
along and their goiters completely removed with 
one hospitalization. 

Safety consists in not doing too much, as Dr. 
Dyas mentioned a few minutes ago. The choice 
of anesthetic is of much importance with the 
multiple stage operation. You might use ether, 
of course, but patients usually dread and object 
to a second ether anesthesia. With local anes- 
thesia, a paient is sometimes frightened or hurt, 
which, of course, makes it more difficult for the 
operator as well as the patient at subsequent 
operations. It appears to me that one of the 
most important considerations in the multiple 
stage operation is the anesthetic. After gas an- 
esthesia, either nitrous oxide-oxygen or ethylene- 
oxygen, the patient rarely dreads a second anes- 
thesia. 

Severe heart cases with decompensation are es- 
pecially well handled with the multiple stage 
operation. Many of these cases can be operated 
on by multiple stage operation that would take 
many months, at least, to get in condition for 
a complete radical operation. The improvement 
following successful removal is often so prompt 
and satisfactory that it is surprising. 

Amount to Remove. Another important point 
to consider is how much to remove. You hear 
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that talked about all the time. It is a fact that 
a patient can live without any thyroid. We have 
seen hundreds in fairly good health without any 
thyroid at all. 
their thyroids removed at multiple operations. 
And it is also a fact that if you remove all of 
an active gland at one time that you will have 
serious trouble. 


The majority of these have had 


I just want to call your attention to some of 
the statements of Blair of Kansas City. He has 
given it the stress and importance that it de- 
serves. He says that in the second, third and 
fourth operations you can remove the entire 
gland with impunity, if a sufficient time has 
elapsed between the operations. Now, that’s un- 
doubtedly true. Patients that we have operated 
on get toxic two or four or five vears after an 
incomplete thyroidectomy. Later it becomes 
necessary to remove the remaining portion of 
the thyroid, and they get along very nicely. 

Now, the question is, will the physical system 
adapt itself to the absolute loss of the thyroid. 
We think it takes about two years. We have 
removed some thyroids completely all at one 
operation. But only with patients having a minus 
basal metabolism previous to the operation. In 
the cases in which the gland did not function. 
In these cases you will find absolutely no normal 
tissue in the gland after it is removed. 

We have defined goiter as the diseased portion 
of the thyroid gland. And if it is diseased, there 
is no use to leave it. If it is diseased but still 
functioning, we don’t believe you ought to take it 
all out at one time. Take out the major portion 
of it, and let the patient become used to its loss. 
Let the system adapt itself to the loss of most of 
the thyroid gland and then finish it up, because 
a thyroid operation doesn’t amount to very much. 
A thyroid operation is no great tragedy if your 
patient is in good condition. Those who die are 
those who are in bad shape for operation. 

Dr. Don W. Deal, Springfield: By giving thy- 
roid -extract following these cases, where too 
much has been removed, do you think it could 
be gradually reduced and be done away with in 
two years? 

Dr. Sloan: I don’t think you need worry about 
when to stop it. All the patients that we have 
tried to give thyroid to post-operative have 
stopped it themselves. 
is rare. 


Post-operatve myxedema 
Some mild hypo-thyroidism is another 
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matter. It is not rare even among people with 
no goiter. Many patients are 10 or 12 minus, 
basel metabolism after thyroidectomy, but are 
apparently in satisfactory good health. But the 


question is, how much to remove. 
Complications 


We will now take up the complication of post 
operative acute thyrotoxicosis, usually called 
“acute hyperthyroidism.” Following a goiter 
operation, the patient becomes slightly cyanotic, 
with very rapid pulse, usually delirious or un- 
conscious, with mouth temperature usually 
slightly sub-normal, but with a rectal tempera- 
ture of about 106-7. And it comes on quickly. 
You think your patient is going to die, and your 
patient is going to die unless you eliminate the 
heat. There seems to be some disturbance of 
the heat center. This used to be a very frequent 
complication following goiter operation, and was 
usually fatal. There are few deaths from “Acute 
exopthalmus” now, because it is understood that 
if one gets busy soon enough and eliminates the 
heat from the body by ice water baths that they 
get well promptly. But you may not recognize 
the excessively high temperature of you depend 
upon mouth temperature. But if you take the 
rectal or vaginal temperature, you will discover 
the excessive high temperature. 
times feels cold. 


The skin some- 
The circulation is poor. 

If you wash out the stomach, give them whis- 
key through a stomach tube, stimulate the heart 
and eliminate the heat, the temperature will 
come down promptly and the circulation will im- 
prove, often in a half hour. The patients that 
are apparently dying will be out of danger in 60 
minutes, and there is very rarely a relapse. The 
treatment of acute hyperthyroidism is standard- 
ized. 


The cause of acute hyperthyrodism is a ques- 


tion that it is proper to take up here. In the 
old days we used to think that it was caused 
from absorption of crushed gland tissue that was 
left in the wound ata time of operation, but now 
it is conceded that acute hyperthyroidism is the 
result of some action of the gland tissue that is 
left in situ and had been disturbed by trauma- 
tism. 

If you do a multiple stage operation and are 
going to only remove one lobe, don’t touch the 
other lobe. Do not pass your finger around it, 
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slip the capsule off, lift it up, press it or squeeze 
it. If you do, you will invite an attack of “Acute 
hyperthyroidism.” If you take out one lobe and 
don’t disturb the portion of the thyroid that is 
left, if it has not been traumatized, acute hyper- 
thyroidism is not likely to occur. 


DISCUSSION. 

Dr. Don W. Deal, Springfield: Up to the last year 
I have used the hot water injection entirely, never 
using the method of ligation. The technique can be 
simplified a great deal by having rubber tubing on 
the syringe. We have had no difficulty in doing this, 
by giving a light nitrous oxide anesthetic. This gave 
satisfactory results, but there are other easier and 
more successful methods at this time. 

Dr. John E. Tuite, Rockford: I am sorry Dr. 
Edward Ochsner is not here to tell you of 300 cases of 
goiter that he cured by the old-fashioned injection 
of five per cent, carbolic. He used that with some 
inoperable exophthalmic goiter cases, with cystic 
adenomatous goiters and he used it with success. If he 
comes in, I hope you will bring this matter up again 
so that he can discuss it. He used about a 1 cc. of 5 
per cent. solution. The basal metabolism dropped and 
the patients improved. 

Dr. L. S. Goin, Peoria: Waters of Johns Hopkins 
proved conclusively that the x-ray has no effect what- 
ever on normal thyroid tissue. I think that is proven 
beyond question by the extensive experiments which 
he conducted on the thyroid. 

I don’t agree with Dr. Sloan that the second and 
third doses of radiation make the goiter worse. It 
might, perhaps, be repeated in very large doses. 

I have been impressed, in listening to such sym- 
posiums, with this feature: either the radiologist must 
be totally incompetent or else the surgeons have their 
cases in darned poor hands. 

Dr. M. P. Parrish, Decatur: I have tried boiling 
water and carbolic acid. I have been all through this 
thing. About a year ago I went over to Crille’s Clinic 
and was there three or four days. While I was there 
he operated on his 500th case of goiter and had not lost 
a case. He had not refused’an operation. It seems 
to me that it is a remarkable showing for 500 cases 
of that kind and to operate on them without a single 
death. 

I had Dr. Sloan over to see a case a few days since, 
a very aggravated case of exophthalmic goiter, with 
very little enlargement of the goiter with marked sym- 
toms. I cut down and ligated the superior thyroid and 
injected this case with quinine-urea as the doctor sug- 
gested. I had never used that before. The case im- 
proved very nicely, except he had quite a little vomiting 
the first twenty-four hours following the operation and 
injection. The doctor says he doesn’t believe that is 
entirely due to the quinine-urea, as we gave him a 
No, 1 H.M.C. tablet hypodermically before the oper- 
ation and did it under local. 

I think the ligation of the superior thyroid is of 
great benefit in these cases, and you get a lot of good 
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and can very often remove the gland in a very short 
time afterward without danger. 

Dr. Mather Pfeiffenberger, Alton: In some cases 
ligation of the vessels is the only procedure you can 
use. It fell to my lot to have a case at one time which 
I had advised operative procedure which had been 
refused. She suddenly became maniacal and in this 
condition I again advised something being done, the 
reply being, “If you will do it right now I will give 
my consent.” I took her at her word, using local 
anesthesia with ordinary sterile water, not having any 
local anesthetic at hand. Cut down and ligated both 
superior arteries (in the patient’s own home). In a 
few days she was in perfect condition for any operation 
you might want to perform. Ligation in some instances 
is the only procedure you can resort to. One case I 
had, a neurologist whom I called in consultation ad- 
vised me to remove one side of a large cystic goiter 
and after a reasonable time remove the rest of the 
tumor; this I did with great relief to the patient. 
In this case microscopic examination showed an entire 
absence of normal thyroid tissue and this patient is 
still living with no thyroid functioning; the cystic 
degeneration had been complete. 

Dr. Philip H. Kreuscher, Chicago: 
great many thyroids. Occasionally we do see some 
of these very bad cases. I did not discuss the first 
three or four points because I did not have anything 
especially to say about them. I do not know that 1 
have anything especially to say in the management 
of these acute hyperthyroid cases, except to concur 
with what Dr. Sloan has said, whose work I have 
followed for the last three or four years pretty closely. 

If I may digress here for a minute, there is one thing 
that I do wish to say, and that is this: No one has 
said anything about hypo-thyroidism. We find that 
these cases of hypo-thyroidism may go on unrecognized 
unless we stumble on to them accidentally. 

I have under my care a small boy; in fact, my small 
son, who when he was eight years of age showed a 
decided tendency not to care to study his arithmetic 
simply because arithmetic was hard for him. He 
was pretty good in his other studies and got along 
fine, but arithmetic and one or two other studies were 
an abomination to him, and he didn‘t care for them. 

Dr. Manilaw, who has charge of the medical work 
at the University of Chicago and also the elementary 
school where my boy was attending, suggested that we 
dco a basal metabolism test on the chap. It was done, 
not once but three or four times, and the average 
showed a hypo-thyroidism, 39 points below normal, be- 
low the case line. This was along in March or Febru- 
ary. He was at the foot of his class practically in 
arithmetic. We gave him 1/10 gr. dose of thyroid 
extract by mouth three times a day for a period of 
three weeks, and then later every other week until the 
end of the course. In June he was second to the top 
ir his class in arithmetic. These are the cases whom 
the old-styled teachers used to whip or punish because 
they were not up in certain studies. 

I believe now, if you can rule out other sources of 
infection, other reasons for this apparent indolence, 
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that we are going to find some very, very interesting 
things among our school children. I believe, if we can 
rule out other sources of infection, that if he then 
check up the basal metabolism rate, not once, not twice, 
but three or four times, and then getting a good aver- 
age, we will find out some things we haven’t known 
up until now. This boy is now eleven, or nearly twelve, 
and ever so often I find that the basal rate has gone 
just a little bit low. Then we treat him with a little 
thyroid. Dr. Sloan suggested last evening that prob- 
ably for the next three or four years, until he is fifteen 
or sixteen, we might have to give him a little thyroid 
extract from time to time. 

Another case of hyperthyroidism which I operated 
on I didn’t recognize as hyperthyroidism. A young 
man, a foreigner, who didn’t speak very good English, 
came to the hospital with an abscess in his axilla. He 
presented a number of very prominent nervous symp- 
toms. Although even then I didn’t think very much 
about it, because he was a foreigner and, being in the 
hospital for the first time, I thought probably that his 
nervousness was due to his fright, that some of the 
patients have when you first put them in the hospital. 
He has a temperature of 100.5 in the afternoon. We 
watched him for three or four days, applied hot ap 
plications to the axilla, and lo and behold! he im- 
proved. On the fourth or gfth day he began to get 
worse. The abscess became somewhat :arger, the 
symptoms became somewhat more aggravated. I told 
him this abscess would have to be opened. His 
nervous symptoms were getting just a little bit worse, 
but not sufficiently so to really make us suspicious. I 
told him that this mass, which you could feel in the 
axilla and watch was definitely circumscribed and 
could be moved about, probably would have to be re- 
moved, and I went in with that in mind. When I got 
down and exposed this mass, it had that characteristic 
appearance of a thyroid adenoma. We then surrounded 
this very carefully, and found that leading into it was 
a definite large artery half the size of a lead pencil, 
and that out of it and alongside of the artery came 
a very defined vein. We clamped this off and ligated 
and closed the axillary space. On opening this thyroid 
gland or this mass, we found a staphylacoccic abscess 
in the center about the size of an English walnut. The 
laboratory showed, of course, that this was a thyroid 
gland which had been misplaced in the axilla. Into it 
was a definite artery and from it a definite vein. 

The next day we did a basal metabolism test, and 
the second day another and the third day another. He 
showed 112 plus; a week later he showed a 68 plus; 
three weeks later he showed a 40 plus; six weeks 
later, a 12 pulse. And now for a year and a half he 
has been absolutely normal. The toxic symptoms have 
all disappeared. He has no more nervousness. He is 
perfectly well. An examination of his neck showed 
after operation an entire absence, as far as palpation 
goes, of any thyroid gland at all on the left side, and 
a normal sized gland on the right side. 

Dr. E. P. Sloan (closing the discussion): That re- 
minds me of the fact that I removed a tumor from a 
man’s breast several years ago, a very peculiar looking 
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tumor. I sent it up to a Chicago laboratory without 
comment to ascertain whether or not it was a carci- 
noma. The report came back that it was a thyroid 
adenoma. We threw the report in the waste basket, 
because we thought the darned fool pathologist didn’t 
know what he was talking about. 

Infection—Someone asks what is the cause of goi- 
ter. The popular opinion seems to be that it is due 
to lack of iodin. We are seeing many cases every 
year that, from the history, we feel sure are due to 
infection, either from local infection, such as tonsils 
or teeth, or from general infection following the flu, 
measles, scarlet fever or the mumps. In fact this is 
the only cause that we are ever absolutely sure of. 
Nearly all, if not all, of the cases that we have seen 
that have followed infection of the tonsils or teeth 
have had a large pyramidal lobe. The majority of 
them have given a history that the pyramidal lobe and 
the isthmus were the first to enlarge. In fact, when 
we get a history of the pyramidal lobe enlarging first, 
we always suspect strumitis or infection of the gland. 
This might not occur if enough iodin were present in 
the gland. I feel that it is up to the internist and 
pathologist to work out the etiology. 

Respiratory Tolerance.—One other point that I want 
to suggest to you in just a sentence is respiratory tol- 
erance. Now, basal metabolism is a relative proposi- 
tion, and there are some other factors that have to do 
with the effect that a high basal metabolism is going 
to have upon the system, one of which, of course, is 
respiratory tolerance or sufficiency. Now for about a 
year, in our serious cases especially, we have been 
trying to estimate the respiratory tolerance, taking the 
respiratory rate, respiratory capity, and then the 
length of time the patients can hold their breath. By 
considering these factors and the weight of the patient, 
we have been trying to work out an answer to the 
problem. Now, I will just suggest that it is up to the 
internists to see if there is anything to the estimation 
of respiratory tolerance. If these factors are worked 
out, maybe we can find something that will be of value, 
the tests of which can be made in any home. 

Sometimes your basal metabolism does not check up 
with these tests. I will have to confess that in our 
laboratory, when there has been any great discrepancy . 
between basal metabolism and respiratory tolerance 
that repeated examinations have brought the basal 
metabolism report nearer to the finding of the res- 
piratory tolerance test. 

Has anyone else something to take up? If you have 
not, I will show a movie film of three goiter operations. 





TREATMENT OF GOITER. 


Cuartes A. Exuiort, M. D., 
CHICAGO 


Of the many agents that have been advocated 
in the treatment of goiter but few have with- 
stood the test of time and experimentation. 
Probably some of the remedies now considered 
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effective are due to be discarded. The manner 
of use of the more valuable agents has become 
fairly well standardized; their limitations are 
generally recognized. The following factors have, 
in our experience, proved of definite therapeutic 
value: 

1. Early diagnosis and clinical classification. 
This is prerequisite to the effective 
treatment of any form of goiter. 

Rest in bed. 

Dietetic management. 
Administration of iodine. 
Elimination of infection. 
Irradiation, x-ray and radium. 

. Surgical interference. 

1. Earty DtaGnosis AND CLASSIFICATION. 
Not only early recognition of thyroid enlarge- 
ment and intoxication but also accurate clinical 
differentiation of the type of goiter under con- 
sideration is necessary for the reason that the 
various types require different treatment. 

The following classification based on the de- 
gree of hyperthyroidism as determined clinically 
and by basal metabolic rate has proved conven- 
ient : 

(a) 


Goiters which are non-toxic. Surgery 


may be indicated on account of unsightly appear- 


ance or because of pressure symptoms. Removal 
of a large part of the thyroid may ordinarily be 
performed without serious risk. 

(b) Thyroid enlargements which are but 
mildly toxic. This group includes endemic goi- 
ter, certain stages of colloid goiter, and the 
struma of puberty, pregnancy, and the meno- 
pause. They are usually benefited by the admin- 
istration of iodine, the removal of foci of infection 
or by measures directed toward the improvemeut 
of the general health. The intoxication in this 
group may be transitory, or self-limited; it is 
usually of such mild degree as to require little 
attention. 

(c) Secondarily toxic goiters, including the 
more toxic colloid and the toxic adenomatous 
goiters of long standing. Many are masked by 
chronic myocardial disease, the thyroid element 
being overlooked. The procedure should depend 
upon the severity and duration of the toxic mani- 
festations. The administration of iodine or the 
removal of foci of infection ordinarily have but 
little influence. Operative interference is fre- 
quently indicated. 

(d) Exophthalmic (hyperplastic or primary) 
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goiter is apparently a clinical entity. The course 
is progressive with periods of excessive, critical 
intoxication followed by remissions. It should 
always be subjected to an early thyroidectomy. 
This stand is faken for two reasons: First, be- 
cause of the danger inherent in the repeated and 
often severe exacerbations accompanied with per- 
manent myocardial and other parenchymatous 
degeneration, and, second, because early subtotal 
thyroidectomy has proved effective in stopping 
the progress of the disease. The benefit derived 
from thyroidectomy is inversely proportional to 
the amount of permanent tissue damage in dis- 
tant organs. Where thyroidectomy has been per- 
formed early, little or no residual structural 
change can be detected months or years after 
operation. Early diagnosis is not always easy 
since the thyroid gland may not be manifestly 
enlarged. A bruit over the gland is suggestive 
of exophthalmic goiter; it rarely occurs in other 
forms. Exophthalmos is often absent or only 
questionable at the onset. Nervousness, tremor, 
flushing, sweating, tachycardia, palpitation, loss 
of strength and weight are important early symp- 
toms. The time of onset is usually fairly defi- 
nite, frequently following general infections such 
as influenza, grip, bronchopneumonia or tonsil- 
litis. The patient usually presents himself 
within a few weeks or months after the appear- 
ance of symptoms. The usual absence of a 
history of previous goiter is in marked contrast 
to the history obtained from patients with sec- 
ondary hyperthyroidism. 

2. Rest 1n Bep. Rest in bed was formerly 
considered the most important agent in the 
treatment of hyperthyroidism. The results of 
prolonged rest, however, never seemed quite sat- 
isfactory, since the disease appeared to run much 
the same course with or without such manage- 
ment. It seems likely that a patient at rest is 
able to withstand the daily toxic dose of thyroxin 
product to which he is subjected better than one 
who is permitted to be up and about. There are 
mild cases of hyperthyroidism in which a period 
of bed rest is followed by apparent recovery. 
Although metabolism is, of course, slowed by rest 
both in normal and in hyperthyroid individuals, 
such decrease can scarcely be considered as evi- 
dence in support of the conclusion that nothing 
more is required in the way of treatment of 
hyperthyroidism. In our experience, the maxi- 
mum benefit is obtained within five to seven days. 
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To prolong rest beyond that period seems only to 
permit further intoxication and more extensive 
coincident tissue damage. 

3. Diereric ManacemMent. The diet of a 
hyperthyroid patient requires special considera- 
tion only in respect to the conservation of the 
body tissues. Naturally, more energy in the form 
of food is required by toxic than by normal indi- 
viduals. The variations in caloric requirement 
are readily determined by metabolic studies. As 
many as 75 to 100 calories per kilogram of body 
weight may be needed. At least two grams of 
protein per kilo of body weight should be allowed ; 
the greater part of the diet should consist of 
carbohydrate and fat in the ketogenic-antiketo- 
genic ratio of 1:134. Water sufficient to meet 
the needs of metabolism should be administered 
at stated intervals; an average of two quarts is 
usually adequate. Maintenance of the body 
weight is desirable; it furnishes a rough index 
of the efficacy of dietary control. 

4, ADMINISTRATION OF IopINE. Iodine has 
been used for many years in the treatment of 
thyroid disease. As a result of the work of 


Marine it has come to be generally employed as 


a specific remedy in the prevention of endemic 
goiter. Marked benefit is obtained in simple 
goiters of short duration, and satisfactory but 
less striking results in long standing cases and in 
those associated with mild intoxication. The 
above conditions may be considered, at least in 
part, as manifestations of iodine deficiency. In 
the more toxic forms of goiter iodine has been 
used with varying results, but until recently has 
been considered to be often dangerous. Its value 
in the treatment of exophthalmic goiter was not 
recognized until 1922. This may have been due 
to the unfavorable results occasionally obtained 
in some forms of thyroid intoxication and par- 
ticularly because of a lack of differentiation 
between exophthalmic and secondarily toxic goi- 
ter. In the group of secondary toxic goiter, as 
toxic adenoma, we have observed little benefit; 
nevertheless, despite occasional evidence sugges- 
tive of ill effect, the use of iodine seems safe and 
desirable as a measure preparatory for thyroid- 
ectomy. The good results obtained in cases of 
exophthalmic goiter suggest that the hyperplas- 
tic thyroid gland is to some extent deficient in 
iodine content. 


During the past year we have administered 
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iodine during the rest period preceding opera- 
tion to all cases.of exophthalmic goiter. Although 
the number of patients so treated is too small 
to warrant a final opinion, the results obtained 
have been striking; they correspond with the ob- 
servations of others who have advocated the use 
of iodine. The administration of ten minims 
of Lugol’s solution in half a glass of water two 
or three times daily was in all cases followed 
by a marked reduction of the toxic manifesta- 
tions and of the metabolic rate (in some cases 
to normal). Nervousness, treraxr, and tachy- 
cardia decreased ; the thyroid became smaller and 
softer and in some cases the bruit disappeared ; 
the patients became apparently detoxicated. Thy- 
roidectomy was subsequently performed without 
reaction and apparently with as little risk as in 
non-toxic cases. The patients prepared for oper- 
ation as described presented a clinical picture 
contrastiag markedly with that of patients rec- 
ommended for operation in former years without 
preliminary iodine treatment. The effect of 
iodine, however, is not permanent. That the 
detoxication is only temporary is illustrated by 
the course of one of our patients who seemed to 
have recovered under the influence of iodine and 
who was, therefore, permitted to go home with 
instructions to continue taking Lugol’s solution. 
At the end of a month, following a “cold” toxic 
symptoms recurred and he returned to the hos- 
pital for operation. 

Following thyroidectomy we have continued 
the administration of small amounts of iodine in 
the hope of reducing the tendency of the remain- 
ing cells to excessive activity. This has been 
done on the theory that the activity of the thy- 
roid is inversely proportional to the iodine con- 
tent, and that by feeding iodine the iodine con- 
tent may be increased. 


5. Etimrnation or Inrection. The rela- 
tion between infection and exophthalmic goiter 
seems definite. Following the various influenza 
epidemics there was marked increase in the 
number of cases. Exophthalmic goiter has devel- 
oped under our observation after such infections 
as bronchopneumonia and tonsillitis. It also 
seems likely, although not proved, that focal in- 
fections, particularly about the head, play a part 
in the development of hyperthyroidism. In our 
opinion, such foci of infection should be removed 
as a general health measure with the hope, in 
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addition, that a reduction of thyroid activity 
may follow. 

6. IrRADIATION. Our experience with radium 
and roentgen ray treatment has been limited 
chiefly to severe cases of hyperthyroidism which 
were considered poor operative risks and to pa- 
tients who refused operation. Irradiation un- 
questionably reduces thyroid activity by direct 
action on the parenchyma of the gland and on 
hlood vessel epithelium. It has not seemed of 
decided benefit in the type of case in which it 
has been employed. 

7. Suretcat IntTerFERENCcE. Subtotal thy- 
roidectomy has proved the best means of control 
in the cases of hyperthyroidism under our ob- 
servation. Surgeons have, in recent years, ven- 
tured to remove more and more of the gland 
substance, apparently with beneficial effect. Cases 
of exophthalmic goiter under iodine control, op- 
erated upon early offer little risk ; the symptoms 
disappear and the metabolic rate falls rapidly 
within normal limits. Operated upon late, the 


benefit derived is inversely proportional to the 
amount of permanent tissue damage that has 
occurred. 

Lobectomy, formerly performed extensively, 


has now been practically discarded. It seems 
evident that the thyroid tissue remaining after 
operation was responsible for the frequent un- 
satisfactory results. With more extensive resec- 
tion there have been fewer recurrences. 

Ligation seems at the present time to have a 
definite indication as an independent therapeutic 
measure and as a procedure preliminary to thy- 
roidectomy. It is probable, however, that con- 
trol of hyperthyroidism by means of the admin- 
istration of iodine, will, in most cases, render 
ligation unnecessary. 





FACTORS OF SAFETY IN THE TREAT- 
MENT OF GOITER. 


Frepertck G. Dyas, M.D., 


CHICAGO. 


The classic picture of advanced hyperthyroid- 
ism offers no difficulties from the standpoint of 
diagnosis. It is unique in its manifestations. 
The problem of its successful management, how- 
‘ver, entails the greatest skill and judgment— 
painstaking study of the individual, repeated 
laboratory examinations and a plan of action 
lecided upon only after a careful review of all 


FREDERICK G. DYAS 


193 


of the facts. As in most other conditions, the 
physical examination reveals more than the lab- 
oratory tests and is the basis upon which the 
treatment must be planned. 

The ability of the heart to withstand- the 
shock of operation plus the added intoxication 
caused by the sudden absorption of large quan- 
tities of thyroid secretion, as a resuit of operative 
trauma, is the all important consideration from 
the standpoint of treatment. For this reason 
there must always be a course of medical treat- 
ment in cases of hyperthyroidism before advising 
more radical curative measures. The acutely 
dilated heart with its accompanying dyspnea re- 
sponds to absolute rest, the precordial ice-bag 
and digitalization except in certain cases of 
toxe adenomata. 

Crile’s ingenious theory of the kinetic system 
and its sensitive response to any type of stimu- 
lation explains the sudden exacerbation of toxic 
symptoms under the influence of trauma, fatigue, 
fear, anger or grief. As a corollary it may be 
said that these factors plus foci of infection are 
the determining elements in the establishment 
of the syndrome known as toxic goiter. 

Reasoning by analogy we may conclude that 
over-stimulation of the thyroid gland causes an 
hypertrophy and hyperplasia of its structure and 
a corresponding increase in the elaboration of 
its secretion, just as an increase of work by a 
muscle causes an hypertrophy of the muscle bun- 
dles. This continued over-stimulation of the 
gland entailing as it does a coincident speeding 
up of the parathyroids, adrenals, liver and nerv- 
ous system finally establishes that group of symp- 
t ‘ms which has come to be recognized as hyper- 
thyroidism. 

The onset of this condition is rarely acute. 
and in many instances the disease is firmly 
established before the patient submits himself 
for diagnosis and treatment. The function of 
the thyroid is perhaps best appreciated in its 
pathologic state, myxedema representing an ab- 
sence or diminution of thyroid secretion and 
hyperthyroidism, as the term implies, denoting 
an increased elaboration and absorption of its 
product. In myxedema the mental and bodily 
processes are dulled and every response to stimuli 
slowed. In hyperthyroidism there is an increased 
sensitization of the brain and peripheral nerves. 
The effect of every stimulus is intensified many 
fold. Existence is rendered acute and the whole 
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organism is speeded up. The peculiar function 
of the thyroid appears to be the splitting up 
of the iodin containing molecules of any com- 
pound of iodin which enters the body (Marine) 
as ferrous iodid, sodium iodid, potassium iodid 
and the conversion of the iodid into the specific 
thyroid product—thyro-iodin or thyroxin (Ken- 
dall). 

Under varying conditions there is a change 
in the amount of the elaboration and absorption 
of thyroid substance which may fall under nor- 
mal or physiologic limits. Thus during men- 
struation there may be observed an increase in 
the size of the thyroid gland, increased nervous 
irritability, tachycardia, tremor and increased 
basal metabolism. These manifestations appear 
with the monthly flow and increase in intensity 
with the local symptoms and finally recede with 
the decline of the period. . 

The goiter of adolescence presents a like pic- 
ture and often is scarcely more than physiologic. 
Unfortunately these physiologic variations do not 
seem to be recognized by every medical man, the 
tendency being to advise operative removal upon 
the appearance of an enlarged gland. 

In toxic adenomata, however, all the symptoms 
of hyperthyroidism, e. g., increased basal meta- 
bolism, tachycardia, nervousness, slight fever and 
emaciation may be present. Increased appetite 
may occur. In toxemias from the absorption of 
the products of degeneration or infection of other 
organs, increased metabolism and increased ap- 
petite do not occur. It is, therefote, probable 
that hyperthyroidism does not occur as a result 
of degeneration of the thyroid, but from an in- 
creased elaboration and absorption of thyro-iodin. 
Therefore presence or absence of iodin is the all 
important factor in the study of goiter. Marine 
states that “fetal adenomata and simple goiters 
result from a deficiency of iodin.” Crile believes 
“that exophthalmic goiters are caused by exces- 
sive secretion of thyro-iodin.” May it not be 
that the hypertrophy or hyperplasia of the gland 
is caused by over-stimulation due to sustained 
psychic or physical stress or to the absorption of 
the products of infection? Whatever may be the 
cause, the result is the hyper-sensitization of the 
whole organism and increased oxidation. This 
may be translated into terms of basal metabolism 
and a positive reaction to the Goetsch test. 

The Goetsch test consists of the subcutaneous 
injection of adrenalin chlorid, 6mm. of the 
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1:1000 solution followed by five-minute observa- 
tions on the following: 1. Blood pressure. 2. 
Pulse. 3. Respiration. 4. Nervousness. 5. Tre- 
mor. 6. Pupils and vasomotor reaction of the 
skin. (This injection is not to be used in exoph- 
thalmie cases and in those with blood pressure 
over 160). 

Eighty-nine per cent of cases with clinical 
signs of hyperthyroidism give a positive reac- 
tion with adrenalin. 

Eighty-five per cent of cases show similar re- 
sults in the Goetsch test and basal metabolism 
estimation. The result of the reaction to adren- 
alin cannot be used as a basis for estimating 
operability or postoperative reaction of a patient. 

The Goetsch test then represents a most valu- 
able adjunct to other methods in estimating the 
degree of absorption from the thyroid gland. 
Since the results from this test and basal meta- 
bolism readings in a given case run almost paral- 
lel it is a useful substitute when the rather elab- 
orate apparatus for metabolism estimation is not 
available. In many hospitals and clinics the 
metabolism observations are made by laboratory 
workers and technicians whose whole interest is 
detached. The calculations are made without an 
intimate acquaintance with the patient and with- 
out the benefit of a detailed clinical history. 
Therefore, those variable factors which may con- 
stitute a large source of error may not be given 
proper weight in the final laboratory report. For 
that reason the following considerations are re- 
viewed in the hope that they may lead to a bet- 
ter interpretation of basal metabolism readings 
in the light of the clinical history and physical 
examination. 

BASAL METABOLISM. 

Amongst the normal factors influencing basal 
metabolism rate are the following. 

1. Age: The readings are lowest in the new- 
born babe, the maximum occurring at the fifth 
year after which the curve gradually declines. 

2. Digestion: The metabolic rate increases 
15 per cent during digestion and it is most 
marked after ingestion of cold foods and diets 
rich in protein and alcohol. 

3. Exercise: Any movement of the volun- 
tary musculature of the body causes an increase 
in metabolism. If exercise be violent enough the 
metabolic rate may be increased to the limit of 
which the individual is capable. 

4. Excitement, emotion, anger, fear and 
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trauma increase the basal metabolic rate in al- 
most direct proportion to the intensity and dura- 
tion of their application. 

5. Menstruation and pregnancy may show an 
increased metabolic rate. 


Abnormal conditions influencing metabolism 
are: 


1. Fever, which is an indication of increased 
tissue oxidation and is almost uniformly accom- 
panied by an increase of metabolic exchange. 
However, even during the highest temperature 
readings, the metabolic rate never reaches the 
heights observed in extreme hyperthyroidism. As 
might be expected, the metabolic rate is found 
to be highest during the chill associated with 
the onset of certain fevers, notably pneumonia 
and malaria. 

2. In diabetes mellitus the metabolic rate is 
most exaggerated during the stages of hypergly- 
cemia and acidosis. During the sugar-free peri- 
ods the rate may be normal or subnormal. 

3. In cardiac dyspnea and asthma associated 
with decompensation and mycordial degenera- 
tion it may reach 50 per cent above normal, 
hence this must be borne in mind in estimating 
metabolism rate ine of hyperthyroidism with 
cardiac decompensation. 

4. In pituitary disorders, as acromegaly and 
Froehlich’s syndrome, the basal metabolism may 
he increased 50 per cent. It is possible that in 
these pituitary disorders there may be a concur- 
rent involvement of the thyroid gland. 


BASAL METABOLISM IN HYPERTHYROIDISM. 


The first studies in basal metabolism in hy- 
perthyroidism were made by Frederich Miiller in 
1893. He found that patients were eating more 
food than was necessary for their caloric needs 
and excreting more nitrogen in the urine than 
they were taking in their food. These patients 
were in a state of starvation although eating and 
utilizing more food than a normal individual. 


Magnus and Levy’ demonstrated that the meta- 
bolism of patients with hyperthyroidism is in- 
creased, while the basal metabolism of patients 
with myxedema is decreased. DuBois demon- 
strated that in hyperthyroidism the basal metab- 
olism reached a higher degree than in any other 
condition and that it is the most constant mani- 
festation of the disease. Hence the importance 
of a series of accurate metabolism estimations 
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from the standpoint of diagnosis, operability and 
prognosis, 

Justin M. Waugh states that in 185 cases 
examined before operation there was found uni- 
lateral disturbance of laryngeal function in 27 
or 14.6 per cent. He further calls attention to 
the following: 

1. Any laryngeal impairment which is due 
to a pathologic condition of the thyroid is uni- 
Jateral. 

2. The size of the goiter bears no relation 
to the functional impairment of the laryngeal 
nerve, e. g., the impaired cord may not be upon 
the same side as the largest mass. 

3. The degree of laryngeal involvement from 
non-operative causes varies from paresis to 
paralysis. 

4. Radiologic study in all cases in which 
clinical symptoms and history indicate intratho- 
racic goiter is indicated, differentiating thymus, 
Hodgkin’s disease, aneurysm of the aorta, malig- 
nancy, abscess of the hilus of the lung, sarcoma of 
the lung, carcinoma and diverticulum of the 
esophagus, and tumor of the chest wall. 


MORTALITY OF GOITER. 


Hyman and Kessel* conclude from a study of 
fifty cases of fully developed exophthalmic goiter 
that in the vast majority of cases there is a 
marked and progressively increasing tendency 
toward partial recovery. This recovery is not 
complete or a cure but is marked by persistence 
of residual symptoms. The results of skilled neg- 
lect compare favorably with the results of spe- 
cific therapeutic measures other than operative 
treatment. 


THE MANY STAGE OPERATION FOR GOITER. 

Martin B. Tinker* thinks that the operation 
divided into many stages not only makes it pos- 
sible to save the lives of many desperately ill 
patients but under this plan it is easier to en- 
force the rest and care indispensable to ultimate 
complete recovery, especially in those cases with 
dilated hearts and myocardial degeneration. The 
disadvantages of greater scarring, prolonged hos- 
pitalization and increased expense seem trivial 
when safety and permanent recovery are con- 
sidered. 

The advantages of preliminary ligation will be 
more fully realized when the pole of the gland is 
well exposed so as to make more certain the 
securing of all the vessels, main and collateral. 
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The many stage excision with wound packing is 
best where grave symptoms occur during opera- 
tion. A proper evaluation of the symptoms and 
signs in relation to treatment, e. g., how much 
to do and when to do it, still makes the differ- 
ence between life and death, health or invalidism. 
In this as in many other fields of surgery, long 
study and preliminary treatment of doubtful 
cases, followed by operation in many stages is 
essential. 

There are two types ef operation. First, rais- 
ing the flap for excision and interrupting the 
operation and packing the wound at any time 
the patient’s condition suggests that it is unsafe 
to continue. 

Second, the ligation of one or more important 
vessels to be followed by further ligation or 
excision as the patient’s condition warrants. 

Certain of these patients will die whatever is 
done or if nothing is done. 

Porter reports favorable results in inoperable 
cases following the injection of boiling water. 
This method, however, does not produce as defi- 
nite results as polar ligation. 

Radium is useful during the period of prepa- 
ration and in those cases refusing operation. It 
is too early to make positive statements as to its 
permanent value because of the well-known pre- 
disposition of hyperthyroidism to exacerbations, 
under any treatment or no treatment at all. 

Definite and serious myocardial change is the 
direct result of thyroid toxemia. The nervous 
system is likewise frequently involved to a seri- 
ous extent. Radical operation upon these pa- 
tients may result in a permanently damaged 
myocardium. 

The x-ray may aggravate symptoms. 

Radical operation during the stage of severe 
toxemia puts a strain upon the heart from which 
it may never fully recover. It is better to make 
the mistake of doing too little rather than too 
much at one sitting. 

“Any persistent discrepancy between the apex 
beat and the radial pulse in a patient who has 
had fairly prolonged rest with digitalization and 
other preliminary treatment is considered sufti- 
cient evidence of myocardial insufficiency to 
make even the least of the many-stage operations 
too hazardous in practically all cases.”—Tinker. 

Mayo and Pemberton‘ state that: 1. The op- 
erative risk of goiter without hyperthyroidism 
is confined to the operative and postoperative 
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accidents ; e. g., hemorrhage, shock or infection 
in goiter with hyperthyroidism, the greater dan- 
ger lies in the disease itself, e. g., those conditions 
produced by absorption of abnormal amount of 
thyroid substance. 2. Reduction of mortality 
to 1 per cent is attributable to the 
(a) Hyperthyroidism patient sub- 
jected to operation early, before visceral 
changes have become permanently es- 
tablished. 
Appropriate treatment based upon 
basal metabolism and the condition 0! 
myocardium and nervous system. Ade- 
quate preliminary treatment 
postoperative acute hyperthyroidism. 
Recognition of the fact that injury to 
the recurrent laryngeal nerve not only 
produces aphonia but often fatal pul- 
monary lesions, e. g., edema of lungs 
and goiter and pneumonia. 
Preliminary measures are ineffectual in 
adenomatous goiter with hyperthyroid- 
ism. 


being 
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BLOOD SUPPLY OF THYROID GLAND 


In the consideration of polar ligation it should 
be borne in mind that the thyroid gland has a 
rich arterial and venous supply and that there 
is an extensive anastomosis between the vessels 
of the same and opposite lobes. After ligation 
of all four thyroid vessels the circulation may 
be re-established through extraglandular anasto- 
mosis, thus accounting for the persistence of 
symptoms in some cases following ligations. The 
secretory activity of the thyroid gland is depend- 
ent upon its nerve and blood supply. 

Hence ligation should include the tissue about 
the veins and arteries so the nervous impulses 
to the gland may be interrupted. 


CONCLUSIONS. 


1. The basal metabolism reading is in most 
cases the guide to treatment. 

2. Cases with high metabolic index should be 
subjected to rest, digitalization and ice to the 
precordium. Patients suffering from toxic adeno- 
mata do not improve greatly under the above 
management. 


3. Polar ligation should include both nerve 
and lymph supply to interrupt afferent impulses 
to glands since emotion and pain are potent fac- 
tors in stimulating glandular secretion. 

4. The radical operation should be so planned 
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that it could be stopped at any time the condi- 
tion of the patient required it and the wound 
packed. 


BIBLIOGRAPHY 


Magnus and Levy: Berlin Klin. Wehnschr. 1895, xxxii, 650, 
and Zeit. f. Klin. Med. 1897, xxxiii, 269. 

—? and Kessel: Exophthalmic Goiter, Archiv. Surg. Vol. 
8, No. 


Tinker, Martin B.: Ann. Surg., Vol. Ixxviii, No. 2, p. 153. 
Mayo and Pemberton: Ann. Surg., Vol. Ixxviii, No. 2, p. 145. 





EARLY MEDICAL PRACTICE IN THE 
ILLINOIS COUNTRY* 


J. H. Watsn, M. D. 
Member Board of Trustees of the American Medical Association 


CHICAGO 


Of the three humanities,—religion, medicine 
and the law,—it was towards medicine that the 
virgin wilderness of the great Illinois country 
flaunted farrow fields, with the advent of the 
early French and English explorers, almost three 
centuries ago. 

Oddly enough it is this rankest barreness that 
has borne for “the Illinois country” the richest 
fruit. All the wealth and fame of the great 
Middle West is rooted indivisibly in the health 
of a citizenry, whose debt to pioneer physi- 
cians,—and to those doctors who have borne and 
are bearing this sacred trust through the years,— 
is a debt almost beyond payment. Without the 
low death rate and personal efficiency resulting 
from scientific sanitary policies and skilled, care- 
ful medical supervision by men and women whose 
medical training falls little short of genius, a 
community can not hope to attain place regnant 
in the scheme of civilization. 

Those first doctors in the Illinois country seem 
to have been in many instances Jesuit mission- 
aries. That there were others, who may have 
worshipped only Jove himself, records fail to re- 
veal, but with a naivete holding the profession 
greater than the man, these pioneer physicians 
are mentioned time and time again merely as 
“le docteur.” Confusion of identities makes it 
difficult to cull from archives exactitudes about 
the medical section of an exploring party. 

In its infancy, the practice of medicine re- 
quired of its servants that they should be able 
to dispense more than one art, and all of the 
practicalities. Pioneer doctors were apt to be the 
village blacksmith, cobbler, architect and choir 
leader to say nothing of the tasks of grave-digger. 


“Address before Jo Daviess County Medical Society, Aug. 
26, 1924. 
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They were men of ability who did what the day 
demanded, with their knowledge of the healing 
arts only one item in their bill of consecration 
to human need. 

Justice being self evident, makes easy the way 
of the lawgiver. Religion being intangible by 
its very Divinity, can leave the specific results 
in the hands of the Almighty and the souls of 
men. . Medicine, being both emergent and experi- 
mental, as well as hazardous in its definite and 
material results, leaves the practitioner in a 
savage, superstitious community, no better off 
than the weather man. His repute, his chance 
to serve, even his neck, hangs by a thread. 

Realization of this condition did not deter for 
an instant the “chirugeons” who crossed the At- 
lantic in sailing vessels to view and to conquer 
the Great and Unknown New World with its sup- 
posed short cut to India. Almost three centuries 
ago the medical skill of the white man was al- 
ready being exercised by religion and medicine 
upon a people suffering from superstition and 
jugglery. These last named emotional maladies 
have not disappeared altogether from the Illinois 
country. Quacks and charlatans abound despite 
the Medical Practice act and the cults have as 
many pitiful skulldiggeries as did ever the 
Kaskaskias, Sioux or Pottawatomies. 

In the bitter winter of 1674-75, the famous 
explorer and discoverer of the Mississippi river, 
Father Jacques Marquette, lay ill in an encamp- 
ment upon what is now the site of Chicago. 
Writing in his diary at that time, Father Mar- 
quette sets down under date of Dec. 30, 1674: 

“Jacque returned from the Illinois village, 
which is only six leagues from here. There they 
were suffering from hunger, because the cold and 
snow prevented them from hunting. Some of 
them notified La Toupine and the SURGEON 
that we were here. As soon as the two 
Frenchmen learned that my illness prevented 
me from going to them, the surgeons came to 
me (to Chicago) with a savage to bring us some 
blueberries and corn. They were only eighteen 
leagues from here. After the surgeon 
had spent some time here . . . I sent Jacque 
with him to tell the Iltinois that my illness pre- 
vented me from going to see them. . . .” 

April 6, 1675, Marquette wrote again: 

“We have not been able to cross the danger- 
ous rapids in the wind and cold, but we have 
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just met the Surgeon with a savage who is 
going up north with a canoe load of furs.” 

Even in those days, the doctor was the man 
who dared all and gave all for humanity. Un- 
fortunately the name of this doctor is not men- 
tioned. Sieur de la Toupine, the other French- 
man, was Pierre Moreau, who quickly returned 
from Illinois to Quebec, where Nov. 27, 1677, he 
married Marie Madeleine Lemire. They had thir- 
teen children. It is generally accepted that this 
“Surgeon” was another Moreau, probably the one 
listed in Tanguay’s Genealogical Dictionary of 
French Canadians, as “Louis Moreau,” surgeon, 
born 1649, son of Francis Moreau and Frances 
Dubout, of St. George, Diocese of La Rochelle, 
in France. Surgeon Moreau married Feb. 21, 
1678, Elizabeth, daughter of Robert Gagnon, and 
died in Quebec, Jan. 14, 1683, leaving two 
daughters. Of these Elizabeth, born Oct. 2, 1679, 
married Gabriel Courtois twenty years later, and 
Genevieve, born Nov. 4, 1681, at Chateau Richer. 

La Toupine himself was a character. His close 
connection with the doctors is conjectured by 
some writers to have made him closely akin to 
some current pests. Speaking mildly La Toupine 
by some annalists is held to have been a rum- 
runner. Scarcely less relentless than the battle 
royal waged by religion and medicine against 
superstition was the unending conflict between 
missionaries and those bootleggers of a bygone 
day who thrived on an illicit liquor trade with 
the savages. 

Frequently the missionaries themselves were 
doctors, taking the double burden as a mere item 
—all in the day’s work, and giving a man such 
infinite bodily relief from pain as to cause him 
to ponder on the virtues of what might be in- 
sured to that part of him that would eventually 
attain the happy hunting ground. 

The foundations of a civilization laid three 
hundred years ago among the aborigines of the 
Mississippi valley made inexhaustible demands 
upon the missionaries and physicians. A list of 
sundries sent for from Kaskaskia by Father 
James Gravier calls for “one syringe, one livre 
of teriac, ointment, plasters, slum, vitriol, anise 
seed, six bars of soap, and pastils.”” From that 
same mission, Nov. 12, 1712, Father Gabriel 
Marest writes exultantly that “the care we have 
ourselves taken of the sick, and the remedies 
we give them which effect the cure of most 
persons, have ruined the credit and reputation of 
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the charlatans and forced them to go arid settle 
elsewhere.” Among the Peoria, the wind blew 
the other way. There Father Pinneteau perished 
from exhaustion. His companion writes that a 
little medicine, even a few drops of Spanish 
wine, might have saved his life. Later, too, 
Father Gravier met an untimely end from the 
very charlatans he had tried to defeat. He re- 
ceived a mortal wound from the arrow of a 
medicine-man. There was no surgeon to extract 
the arrow that. had embedded itself in his arm. 
Down at Cairo, Father John Mermet ministered 
to the Mascoutahs. A plague broke out. There 
was no medicine. The jugglers sacrificed forty 
dogs, tied them to the tops of long poles, and 
with these banners marched forth through the 
village to fight the pestilence. Half the tribe 
died. The survivors fled in every direction seek- 
ing safety. 

At Fort Dearborn from its earliest days there 
were physicians working both in the cause of 
humanity and of patriotism. One of the first 
of the fort doctors was William Smith, M.D.. 
who served there in the earliest days of the 
nineteenth century, to be exact in 1803, about a 
quarter of a century later than the time that 
Dr. Jean B. Laffont at Post Vincennes working 
under a commission from Fort Clark deftly 
turned one of the pivotal points of the Revolu- 
tionary War from British loyalty to American 
allegiance. Kaskaskia and Detroit were the two 
strategic points held by the British in the old 
Northwest. Henry, an Indian agent, 
Father Pierre Gibault and Dr. Laffont were en- 
trusted to secure the allegiance of the white men, 
the fealty of the Indians and the possession of 
King George’s stores at the Post Vincennes. Both 
Henry and Father Gibault ceded to Dr. Laffont, 
the credit for the success of the mission. 

The first white settler in Warren County was 
Dr. Isaac Gilland. Will County is named for a 
pioneer doctor. Dr. Gershom Jayne, tbe first phy- 
sician to locate in all that vast district of Illinois 
lying north of Alton and Edwardsville and west 
of Chicago, served in the War of 1812. Dr. 
George Fisher and Dr. William Reynolds served 
in the Indian Wars in 1810 and through to 1813. 
These were dispensers of the healing arts in the 
Illinois Country, brave men and patient ! 

Busy physicians and surgeons who saw service 
in the Illinois Country during the Black Hawk 
War of 1832 were Hiram K. Branson, William 
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Constant, H. Delany, Adam Dunlop, Jacob M. 
Erby, George Gordon, William Headon, Charles 
Higbie, Jonathan Leighton, William Mitchell, 
Moseel D. Pepper, Addison Philo, Richard 
Romeis, John B. Rutledge, and John Warnsing. 
Look too, at Dr. William Bradsby, who, 
twenty-five years before Edward Coles, and fifty 
years before Owen Lovejoy and Abraham Lincoln 
was the uncompromising foe of slavery. 

The trials and tribulations of those pioneer 
men in obtaining what are today considered as 
the simplest of medical supplies are almost be- 
yond belief. Dr. Norman Bridge told in his 
book “The Marching Years” of the difficulties 
encountered even up until 1883 when it came 
to securing dissecting room material. Quoting 
Dr. Bridge, “That a person competent to treat 
and to operate on the sick human body must 
have had practical study of anatomy never oc- 
curs to half the people. Not only is it 


indispensable that every practitioner shal] have 
had this study, in order to be competent, but for 
this purpose bodies have, until recent time, usu- 
ally had to be procured in illegal or unlegal 
ways.” 


Dr. Bridge details in his book how in 1868 


Dr. Charles T, Parkes and Dr. John M. Wood- 
worth were put to secret trade with the county 
undertaker. Hairbreadth ’scapes were theirs but 
even so a better fate than that which befell Dr. 
(. W. Richards, who arrived at St. Charles dur- 
ing the first third of the nineteenth century, 
and shortly after Dr. Nathan Collins (1835), the 
earliest resident physician and Doctors Waite, 
DeWolfe and Crawford. In a “History of Kane 
County” published in 1878 it is stated “The 
name of Dr. Richards is now remembered by the 
early settlers from the riot which his practices 
occasioned and which resulted in the death of 
himself and one of his students. The doctor was 
a man of undoubted ability but extremely inde- 
pendent and radical in his views. He neither 
feared his fellow man nor regarded their preju- 
lices and where it was possible to choose between 
two lines of action preferred to astonish and 
shoek, rather than to conciliate. He had opened 
i medical school at St. Charles, where it had 
long been rumored by many of the people that 
his students were possessed of hyena proclivities. 
At length, positive proof was obtained that the 
hody of a Mrs. Runyon, a voung married lady 
who had recently died near Sycamore, had been 
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removed from the grave, and taken to his dis- 
secting table. The robbers were tracked to 
Richards’ doors, and the indignant father and 
husband of the deceased spread the story of the 
outrage throughout the northern part of De Kalb 
county. An armed mob, composed of some of the 
most respectable citizens of that county, joined 
by a delegation from Geneva, swelling the ranks 
to about 300, marched to the doctor’s residence. 
formed in the street in the line of battle, and 
appointed a committee to wait upon him and de- 
mand the body. They were not only refused but 
treated with the utmost contempt. Shots were 
exchanged. John Rood, one of the doctor’s stu- 
dents, was mortally wounded through the body, 
and Richards was so injured by a ball through 
one of his lungs that he died, in Dubuque, four 
years later, from its effects. There has been some 
diversity of statement regarding the person re- 
sponsible for the first shot, but it is the general 
belief that it was fired from the house. After 
these war-like measures, it was promised that 
the body should be given up to the friends of 
the deceased. A number of students and others 
were despatched to remove it from the place 
where it had been secreted and it was delivered 
to the relatives at a designated spot between 
St. Charles and Geneva. The school was closed, 
and the young student who was wounded died a 
few days later.” 

Dr. D. K. Town was the first resident physi- 
cian in Batavia. He began to practice there in 
1839 and about 1854 founded Bellevue Hospita! 
for the Insane, a private institution, with many 
innovations as to humane treatment for the 
patients. 

In 1849 Kane County suffered from a visita- 
tion of Asiatic cholera that invaded all the river 
towns and was attributed to “foreign emigrants 
who brought the seeds of the disease with them.” 
Dr. Eastman and Dr. H. M. Crawford bore the 
Lrunt of fighting the disease in St. Charles where 
the hospital was an abandoned coopers’ shop. Dr. 
Crawford advised isolation when the first case 
appeared only to find his suggestion disregarded. 
Later Dr. Crawford went as a sergeant in the 
Civil war in the old “Fifty-eighth Illinois” and 
saw active duty at Shiloh and at Fort Donelson. 
At the battlefield the doctor was assigned to the 
post of Chief Operator and to the charge of 
general hospitals until its reorganization in 1864. 
He was at Vicksburg, Bul] Run, and La Grange, 
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was Brigade Surgeon on Sherman’s raid to 
Meridan, Division Surgeon on Red River Ex- 
pedition, and Chief Operator for A. J. Smith’s 
corps after Pleasant Hill and Yellow Bayou. 

Dr. Joseph Tefft came to Kane County in 
1835, traveling in the same party with Dr. 
Nathan Collins and his family. Dr. Tefft how- 
ever was an Elgin pioneer. In 1836 Dr. L. 8S. 
Tyler went to Udina in Plato Township and 
located. Dr. Tyler stayed eight vears. He had 
gone to Kane County from Chicago, where he 
could find no opening, and was the first resident 
physician in Plato Township. An_ anecdote illus- 
trative of the hardships of the country doctor 
during the first third of the last century is 
that relating how in December, 1836, almost 
ninety years ago, Dr. Tyler went to see a man 
named Moore, who lived between the Tyler claim 
and Dundee. The doctor traveled in a wagon 
drawn by two horses. Tyler’s traveling companion 
was a man named Ranstead. About 4 p. m. they 
started for home. Three miles distant they came 
to Tyler Creek and found it frozen, partly thawed 
and dropped down so as to form a letter “V.” It 
was a cold, clear moonlit night. “After some de- 
liberation they concluded to see if the horses 
would break in, and so took them from the 
wagon for that purpose. Ranstead led in first, 
and the horse broke in. Tyler then led the other, 
a rather poor old horse, into the creek. The horse 
was badly shod, and his feet slipping from under 
him, he fell twice, when he gave up. Ranstead 
went to Olds, who lived a mile distant, for oxen 
to pull out the horse, while Tyler remained in 
water up to his waist and held up the horse’s 
head, meantime, to prevent the beast from 
drowning. A rather worthless cur, with some- 
what questionable habits that was with them, 
when the oxen came, seized one of the oxen by 
the nose. The animal set up a hideous bellowing 
and ran home. They then bethought themselves 
to fasten a rope to the horse in the creek, and 
haul him out with the other ox, which they suc- 
cessfully accomplished, and, leaving this horse on 
the bank wrapped in blankets they went to Olds 
for supper, having previously given the horse the 
remainder of a bottle of whiskey which Olds had 
that day bought in Elgin and had been thought- 
ful enough to bring to the rescue. After supper 
they went home and it was so cold that next 
morning, the ice would bear the wagon and 
team, and they crossed over in safety. Dr. 
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Tyler moved to Elgin in 1849.” Dr. Daniel 
Pingree came to Plato Township in 1838, went 
to California in *49 and came back to Plato in 
1860, to devote his time to breeding Norman 
horses. Big Rock Township’s first two physi- 
cians came in 1838—Dr. J. H. T. Brady from 
New York and Dr. 8S. O. Long from Mas- 
sachusetts. 

Those pioneers had not in which to work the 
comfortable dwellings that aid the doctor of to- 
day. “The shanties were built of logs, unhewed. 
and with one or two rooms, according to the time 
and mood of the builder. If there were two 
rooms they were known as double log houses and 
were constructed by piling up two pens side by 
side.” Shingles two feet or more in length, split 
from oak logs, and from lack of nails hound down 
by poles laid crosswise and extending the full 
length of the roof, with each tier of shingles 
resting upon similar pules formed the rafters 
and ran lengthwise instead of obliquely. Laying 
a roof was a fearsome thing. The entire row 
of poles was held in place by the pins underneath: 
the lower one. Grotesque enough, but the roof- 
seldom leaked. There were ample fireplaces. 
Floors when they existed were of wooden punch- 
eons and the doors, likewise of puncheons, had 
wooden hinges. Wheat went into Chicago on 
ox-team carriers. Savages traded fish and venison 
for flour and sugar and brought their goods to 
the Wolves carried off the 
sheep, howled beneath cabin windows and were 
shot literally on the threshold—more material 
wolves than those beseiging a doctor’s door to- 
day. About 1837 Dr. Henry A. Miller settled 
in Geneva,—the first resident physician. A little 
later came Dr. Henry A. Madden. In 1837 Dr. 
Pierre Allaire was practicing at Oswego. In 1835 
Dr. George Higgins was a practicing physician 
in Aurora. One of the ancestral anecdotes is that 
in 1836 when “famine stalked” and bran and 
water was thought thankful pabulum, a Miss 
Squires in the home of a Mr. McCarty and his 
family was sick with the ague while workmen 
shingled the roof, and she “shook so severely” 
that the workmen were frightened from the 
task. 


housewives’ doors. 


The years have passed with varying fortune 


since those days almost a century ago. New 
problems, new perils, new crises confront the 
medical men of the Illinois country. Their an- 
swer to the question “What is best to do?” can 
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be found written in the history of every township 
in the state, where are to be discovered example 
after example of heroism, fortitude and vision. 
The unsung heroes of a rising race are these 
tireless altruists—the country’s doctors! 

Life in its cycles presents no new problems, 
merely varying aspects. Cults that threaten med- 
ical progress now were enbosomed centuries ago 
in the crude jugglery of savage aborigines. Per- 
severence, unity of purpose and consecration to 
medical ethics and to the ideas of democracy 
was the lode star then as it must be today. To 
those pioneer doctors and surgeons of three cen- 
turies ago who trod the Illinois country side by 
side with the moccasined redskins, the doctors 
of today who will be the pioneers of tomorrow, 
can do no less than offer the tribute of a silent 
promise to “carry on.” 





AMERICAN WOMEN AND PATERNALISM 
DO WOMEN KNOW HOW LEADERS 
COMMIT THEM? 


Mrs. GeorGE MADDEN MaArtIN 
LOUISVILLE, KY. 


The Atlantic Monthly in its June issue printed 
an article entitled “American Women and Pa- 
ternalism” by Mrs. George Madden Martin. Per- 
mission to reprint has been given. It is an article 
worth reading in its entirety in the Af/lantic 
Monthly. 

Is the American woman, judged by what she 
has done with the vote and by what she is en- 
deavoring to do with it, paternalistic by nature 
and habit? Is it that she sees in the central gov- 
ernment what the primitive women saw in her 
lord and master? That she seeks her legislative 
ends through the Federal arm as she from the 
heginning of the race has sought her personal 
ends through the strong arm of the individual 
man, and its power to defend, ensure and en- 
foree ? ; 

It seems to me, when I consider what we 
women here in the United States have done with 
the vote in the first three years of our enfran- 
chisement, and are planning to do, that Uncle 
Sam in the minds of the American woman today, 
stands in her political world as the Southern 
father stood in his household; as the strong arm 
of her lord and master stood to the earlier 
woman ; that is, as the agent or instrument, the 
suthority or vested power, through which the in- 
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dividual, or the individual group, shall and must 
move to obtain its ends, 

Keeping in our minds, then, the question, 
“Is the American woman paternalistic?” suppose 
we take as our measure of values the following 
premises left us by two of the forefathers. 

Washington says :— 

If, in the opinion of the people, the dis- 
tribution of the constitutional powers be in 
any particular wrong, let it be corrected in 
the way which the Constitution designates. 

But let there be no change by usurpation, 
for this, though it may in one instance be 
the instrument of good, is the ordinary 
weapon by which free governments are de- 
stroyed. 

Lincoln says :— 

It is my duty and my oath to maintain 
inviolate the rights of the States, to order 
and control, under the Constitution, their 
own affairs by their own judgment ex- 
clusively. Such maintenance is for the 
preservation of that balance of power on 
which our institutions rest. 

With these premises in mind, suppose we look 
at what the women here in the United States 
have done with the vote through national leg- 
islation, from November, 1920, to December. 
1923; and what, through national legislation. 
they are endeavoring to do. 

One of woman’s own organs, the Woman Citi- 
zen, SaVvs:— ° 

When one speaks of women’s national leg- 
islation work, one means that Washington 
group representaing fourteen national or- 
ganizations which make up the Women’s 
Joint Congressional Committee. 

And since we want to realize who are the 
women seeking to influence government, it 
may be a good thing to line them up here :— 

American Association of University Women 

American Home Economics Association 

General Federation of Women’s Clubs 

Girls’ Friendly Society in America 

National Congress of Mothers and Parent- 
Teacher Associations 


National Consumers’ League 

National Council of Jewish Women 

National Council of Women 

National Federation of Business and Profes- 
sional Women 
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National League of Women Voters 

National Women’s Christian Temperance Union 
National Woman’s Trade Union League 
National Board of the Young Women’s Christian 

Association 
Service Star League 
Besides the fourteen groups here named, there 
is the National Woman’s Party, which also is 
exerting political influence in Washington. The 
activities of that group are not touched on in 
this article, however, discussion of them calling 
for a separate consideration. 

It is the first-named fourteen groups which, 
representing some millions of women and con- 
centrated in this Women’s Joint Congressiona! 
Committee, put their strength beliind and won- - 
or aided in winning—the following measures :— 

The Sheppard-Towner law. “A measure for 
women, won by women,” designated to secure 
through combined Federal and State aid the 
protection of mothers and new-born babies. 

The Cable law. “A measure of straight fem- 
inism,” establishing through Federal control the 
right of a married woman to citizenship inde- 
pendent of her husband. 

They also :— 

Made permanent: The Woman’s Bureau of 
The United States Department of Labor. 

Helped to secure: The bill for the reclassi- 
fication of the Federal Civil Service. 

Gave assistance in passing: The Voigt bill 
to prevent the shipment of “filled milk” in inter- 
state commerce. 

Exerted pressure to get: A Federal Coal Com- 
mission appointed. 

Measures asked for by women, but not yet 
won, are :— 

The continuance of the Inter-departmental So- 
cial Hygiene Board by its transference to the 
Department of Justice. 

A Child Labor Amendment to the 
tution. 


Consti- 


The Fess Amendment to increase appropria- 
tions for training in home economics. 

A uniform divorce law. 

The Sterling-Towner, or Sterling-Reed Bill, a- 


it is now called. A measure asking for a Fe 
eral Department of Education, with a secretary 
in the Cabinet, and one hundred million dollars 
‘nnually to be distributed; fifteen millions for 
the maintaining of the department, and eightv- 
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five millions for distribution among the states 
under the observation of this secretary. 

Here then are the things which the women of 
the United States have done with the vote 
through national legislation, and are trying to 
do. Excellent measures in themselves, every one 
of them, no doubt, but in their nature pater- 
nalistic. All tending toward a centering of the 
governing power, which in turn means excessive 
government regulation and a piling up of the 
bureaucratic system. Yet the millions of women 
who—through these organizations and this 
Women’s Joint Congressional Committee—are 
behind these measures are convinced as to their 
excellence, and conscientious in their endorse- 
ments. Of this I am sure. 

They are convinced, and they are conscien- 
tious, that is to say, so far as the individual 
women who make up these organizations know 
anything about these measures. 

To instance: The General Federation of 
Women’s Clubs is, at this moment of writing, 
behind the Sterling-Reed bill. Yet of sixty indi- 
vidual members of clubs within the Federation, 
recently asked for their opinions on this meas- 
ure with its proposed Federal assumption of 
what up to now in our national history has been 
the duties of the states, fifty-three, by their 
own statements, never have heard of it. 

Herd instinct is as common to women as it is 
to men. The American woman not only is as 
gregarious as the American man,—as is evi- 
denced by her nation-wide passion for group 
organization,—but she, within her clubs and fed- 
erations, is even more ready than, say, the male 
rotarian, optimist, booster, and so on, to accept 
leadership unquestioningly. In this, it may be, 
she is but running true to her centuries of in- 
clusion within the group which functioned 
through its vested head. Whatever the explana- 
tion, it is my experience that “isolation through 
intellectual withdrawal” is rarer among Ameri- 
can women than among American men. 

Relying upon our leaders, the mass of us or- 
ganized women too often know little or nothing 
about the measures which we from time to time 
endorse. And as a woman’s club member of 
thirty-one years’ standing myself, I hold I’ve a 
right to an opinion. 

“George,” in the person of the accredited male, 
has “done it” for women through so many cen- 
turies that George today, as personified by our 
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accredited women-leaders, is a change only in 
sex and personality. And often the immediate 
George, in the person of a local woman-chairman 
who presents a measure or a cause to her club, 
is speaking -at the instance of still another 
George, in the shape of a central or national 
board; or again, at the request of some other 
organization. 

Mrs. B , the local chairman of our own or 
any elub, arises on the appointed day. Her pro- 
posed interpolation into the business or the pro- 
gram for the day has been arranged for, expe- 
dition through well-oiled machinery having come 
to be more and more necessary in club routine. 

Mrs. B. , who is an experienced parlia- 
mentarian, is also a specific thinker, concerned 
not with general principles as a rule, but with 
concrete business. She has assembled her case 
with efficiencv—which is to say, she has assem- 
hled for her use all those points supplied her 
by the sponsor back of this measure or cause, 
which are favorable to it. This does not mean 
that this measure or cause is fundamentally vital 
or even dear to Mrs. B or, at any rate, dear 
to her prior to the day before yesterday when 
as chairman of, say, general legislation, or child 
welfare, or forest conservation, or what not, she 
in the routine of her official business became the 
spokeswoman for it. Nor does it mean that Mrs. 
B lacks in conscientiousness. It means, on 
the contrary; that she, in accordance with her 
ideas of a departmental chairmman’s duty and 
loyalty, is doing her best for the measure. And 
in accordance with her ideas of a chairman’s 
duty and efficiency, she is getting her measure 
successfully across and out of the way, with as 
little loss of the club’s precious time as may be. 

The chairman, having thus done her part, sits 
down, and the presiding officer glances at. the 
watch upon her desk. It is nearing five o’clock, 
which is the hour for adjournment and home. 

“All who are in favor of this club going on 
record as endorsing this bill now before the leg- 
islature of our state,—or the House, or the Sen- 
ate, at Washington,—will please say Aye.—The 
ayes have it.” 

Nor is this an exaggerated illustration of the 
methods by which false impressions are often 
conveyed by committees who, seeking to influence 
legislation, claim they voice the demands of the 
millions of women within the various organ- 
izations. 
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These herd habits among organized women 
were grave enough prior to 1920. But with 
woman now an enfranchised citizen, such group 
movements, under leadership, and free of the in- 
dividual responsibility, assume graver possibili- 
ties for mischief. “Boomerangs” suggest them- 
selves to the mind ; also “edged tools” ; and again, 
“Fools rush in” and so forth. 

Obediently and pliantly we women within our 
organizations thus endorse, apparently unaware 
that no thinking creature has a right to an opin- 
ion on any subject touching the public weal 
unless it rests upon the best information to be 
had on the subject by the individual. 

Conceding to these accredited women leaders 
of ours this full understanding and consequent 
right to an opinion, why is it that they knock 
so constantly, and in our names, at Uncle Sam’s 
door? 

Johnny, symbol for the state machine, say, is 
wasting the forests of his state, even as Johnny, 
the small son of some woman among us, in his 
day wasted the contents of the cookie-jar. 
Johnny’s mother, had she apppealed to Johnny’s 
father to punish the son for a transgression 
coming within her jurisdiction, would have been 
acknowledging her own incompetency. And these 
women leaders of ours are acknowledging them- 
selves, and us, to be poor citizen-housekeepers 
within our individual states, when they cry in 
the name of the women of the state, “Uncle Sam, 
make us a law, a Federal law, requiring—yes, 
compelling our Johnny, who is wasting the for- 
ests here in our state, to behave.” 

Why Uncle Sam, and why a Federal law? 
When it is clearly our duty as responsible parts 
now of our local governments, to make our own 
state behave—our duty to remember, if indeed 
we've ever grasped, that in respect to our Fed- 
eral Government “an irreducible minimum of 
compulsion is the very essence of good gov- 
ernment.” , 

We reach another point here. Woman through- 
out her long past, with her narrowly centered 
activities, has not concerned herself with the 
sources whence her needs are supplied. From 
her place beside the newborn, the suffering, and 
the old, she has looked to man:— 

“Bring the herb, the exorcist, the physician, 
the leech, the surgeon.” 

So woman here in the United States today, 
with her thoughts centered upon the innumerable 
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children who through illiteracy are deprived of 
their chance in life, looks to Uncle Sam. 

“I want better schools and more of them. | 
want higher pay for teachers. I want longer 
school terms. I want equipment, and plenty of 
it. I want illiteracy wiped out, and wiped out 
quick, and you to pay for these.” 

An uncle of mine, back in those same days 
when I was a child and greenbacks were the legal 
tender, one day brought me a newly minted silver 
half-dollar. I plied him with questions. 

“Where did you get it?” 

“From Uncle Sam.” 

I grasped this. “Where did he get it?” 

“From his mint, where his money’s made.” 

Whereupon I saw Uncle Sam’s mint pouring 
out silver half-dollars as a certain old water- 
mill known to me poured out cornmeal, and 
Uncle Sam filling and refilling his pockets at 
need. 

It almost would that the American 
woman in her turn thinks of Uncle Sam’s money 
as inexhaustibly at hand. That she does not 
grasp, for example, that our Federal Govern- 
ment, in order to give one hundred million dol- 
lars to the states every year for education, as 
she is urging that it shall, must take these same 
hundred millions out of the pockets of the peo- 


seem 


ple in these states. She, on the contrary, appears 
to think that the states in such event will be 
the recipients of bounty—beneficiaries who get 


something for nothing. 
The American 
lacking 


woman has been accused of 
the laboratory—the scientific spirit: 
this in the business of the home, as in other 
affairs which are her own. The spirit, that is, 
which experiments in the small, and having 
reached a better and closer knowledge through 
observation, trial, and reasoning, offers the con- 
clusions to the world. 

Woman in the United States, as represented 
by these fourteen organizations, is putting her 
strength—at the moment these words are being 
written—behind a uniform divorce law. Within 
the scope of such a law, the antipodes, as it 
were, are to be brought together, which is to 
say, South Carolina and Nevada. There is more 
here perhaps than at first appears. 

South Carolina, to take her case first, never 
has recognized divorce, and may have her ideas 
about this. It is possible even that the women 
within these fourteen organizations will be up 
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against a bit of psychology here themselves—state 
psychology. South Carolina—or so those who 
know her at all suspect—sees in this stand of 
hers, maintained through a hundred and thirty- 
odd years, not alone the isolation of the higher 
virtue but—and here we reach the crux—a social 
withdrawal, a class distinction, a group elegance. 
Were she less well-bred, were she not the scion 
of a genuine aristocracy, she might be heard to 
thank God that she, as regards divorce, is not as 
the other states. Whereas Nevada, who sponsors 
Reno as her own, sees in divorce an asset, a com- 
modity with a market value; promotes divorce 
as a source of revenue. Or so the rest of us are 
led to believe. 

Have the women who speak through these 
fourteen organizations, and who would impose 
a uniform law on these two states that repre- 
sent the extremes of opinion upon divorce—have 
these women, then, a law to offer the forty-eight 
states? And have they reason to believe that it 
is a good law—a law that has been tried out? 

Back in the patriarchal 70’s, a boy, one Billy 
W——, lived two doors from my home. He lived 
to experiment. His workshop, which was a bench 
in the corner of his father’s stable, was as famous 
in our neighborhood as the Little Scorpions’ Club 
is in the nation today. He was borne out on a 
plank and to the hospital on one occasion, a 
scalded victim of experiment as centered in a 
miniature engine and boiler. Still:another time 
he blew himself through the roof, rafters and 
window-sashes along with him. But—and mark 
you this, dear ladies—he experimented in his 
own family stable, not in mine, nor in his other 
neighbors’. It was himself he blew up, not us. 

Why not draft a model divorce-law ; then per- 
suade some. one state—New York State has 
proverbially bad law—to try it out. How long 
did the laboratories labor to find, say, the diph- 
theria serum? And M. and Mme. Curie to dis- 
cover radium? A good divorce law having been 
proved, offer it to the remaining forty-seven 
states. 

We have a precedent in procedure if we care 
for one—a case in point. Some years ago the 
American Bankers’ Association recognized the 
desirability of uniform laws with reference to 
negotiable instruments, to do away with the con- 
fusion caused by the different laws in the dif- 
ferent states. And after careful consideration 
they drafted a law known as the Negotiable 
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Instrument Act, which then was presented to the 
legislatures of the different states by the local 
bankers, and adopted in its entirety by all, or 
practically all, thus giving the uniform legis- 
lation desired. 

The duty of the father is to protect against 
outside aggression. Also of the Federal Govern- 
ment—“protection” by the government meaning 
to secure to the states and to‘the individual the 
rights reserved to each under the Constitution. 
lf the government goes beyond this, it becomes 
not a protector but an aggressor. In government 
regulations of commerce, labor, railroads, press, 
governmént relief of the poor, government sys- 
tems of education, there is danger. 

“The mischief begins when, instead of calling 
forth the activities and powers of individuals 
and bodies, government substitutes its own ac- 
tivities for them; when, instead of informing, 
advising, and upon occasion denouncing, it 
makes them work in fetters or bids them stand 
aside and does their work instead of them. The 
worth of a state is, in the long run, the worth of 
the individuals composing it.” 

Is it that we women here in the United States 
need to look at things, for a bit, in the large? 


That we need to realize that our present weak- 
ness as citizens lies in the ignorance of our wider 
ignorance? That we need to lift our eyes from 
the particular wrong to the especial group, and, 
sweeping the horizon of the whole, see that there 
is no graver question in modern popular govern- 
ment than “What shall government do for its 


o. 


citizens ?” and “How far shall government inter- 
fere with the actions of its citizens?” 





THE OPERATIVE TREATMENT OF 
OZENA. 


Noau Scnoorman, M.D., 


Ear Surgeon, Illinois Charitable Eye & Ear Infirmary; 
Attending Oto-laryngologist, Mt. Sinai Hospital 


CHICAGO. 


The victims of ozena form a sort of an out- 
east class in rhinological practice. There is 
something mystifying about this affliction which 
so far baffled every therapeutic approach. 

In 1911, at the instance of Alexander, the In- 
ternational Congress for Laryngology, meeting 
at Berlin, called for an international survey of 
the ozena problem. The impetus thus given en- 


_*Read before the Oto-laryngological Section of the Illinois 
State Medical Society, May 6, 1924. 
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listed the labors of many investigators. Kuttner 
of Berlin and Jonathan Wright of New York 
presented exhaustive reviews of the literature. 
Elmiger, Rohr, Greenwald and others carried on 
extensive researches. Perez developed his infec- 
tious theory and isolated the so-called Perez 
bacillus. While Hofer and Kofler elaborated an 
ozena vaccine. 

The most important contribution, however, 
from the standpoint of treatment, was made by 
Lautenschlager and Halle. 

The extraordinary wide roominess of the nasal 
chambers in ozena did not fail to impress ob- 
servers as a most obvious factor in the crust 
formation and consequent fetor. It was to be 
expected that students of ozena would turn their 
attention towards devising means tending to 
bring about a narrowing of these spaces. Vari- 
ous plans were suggested which had one common 
principle. It consisted in introducing a foreign 
substance underneath the nasal mucosa. The 
substances used ranged from paraffin, ivory and 
cork, to bone, cartilage and blood. Each method 
had its advocates who had improvements and 
cures to report. But these successes proved to 
be only temporary. It seems that the tissues im- 
poverished by ozena react gratefully, for a time, 
to the introduction of an irritant. This fact 
has been noted in almost every procedure. But 
unfortunately it has also been noted that this 
seeming reawakening was not long sustained, 
that in a short time the tissues would again re- 
cede to their former devitalized condition. More- 
over, these procedures necessitating the introduc- 
tion of foreign bodies were not free from other 
objections. In the case of paraffin it often hap- 
pened when soft paraffin was used, that it oozed 
out of the tissues, and when hard, cold paraffin 
was used, it often collected in hard masses which 
eroded through the thinned mucosa. The same 
is true of ivory and cork. Again, the danger of 
paraffinoma must not be lost sight of. In the 
case of bone or cartilage there were two deter- 
rent considerations. In the first place these sub- 
stances were not infrequently resorbed. In the 
second place these necessitated a preliminary 
operation for the procurement of the material, 
and in the case of bone, usually obtained from 
the tibia, it had the additional objection of, to 
a degree, weakening the limb. Besides, these 
procedures had to be repeated more than once 
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and did not result in an even, smooth, uniform 
narrowing of the nasal spaces, but on the con- 
trary formed partially shut off recesses, where 
crusts accumulated in inaccessible places. Due 
to these considerations these procedures found 
little favor with the profession. 

To Lautenschlager belongs the distinguished 
merit of having conceived the happy thought 
which is destined to influence greatly the treat- 
ment of ozena the world over. Like all inspire:| 
conceptions, it is simplicity itself when stated. 
He argued that the natural way to narrow a 
chamber is to move the opposing walls towards 
each other. It occurred to him that this should 
apply as well in the chamber of the nose. These 
chambers are formed by two lateral and a com- 
mon median wall—the septum. As ozena is a 
bilateral condition, and as the midial wal] cannot 
be moved both ways at the same time, it became 
evident that the lateral walls were the ones to 
be moved. Such reasoning, and other consider- 
ation led Lautenschlager to propound this rather 
daring and unique measure :—to narrow the nasal 
chambers by displacement of the lateral walls 
toward the septum. He accomplishes this feat 


by entering the maxillary sinus from the canine 
fossa through the labio-ginival incision, break 
through the naso antral wall anteriorly and at 
the base, and force it toward the septum. Hav- 
ing done this, he still aims to find some remain- 
ing ledge of bone at the base of the wall which 
he fractures and inserts under the mucosa of the 


nasal floor. This last maneuver serves to raise 
the level of the nasal floor and at the same time 
anchor the displaced wall in its medial position. 
The narrowing of the nasal chambers thus 
brought about constitutes the first major act of 
the Lautenschlager ozena operation. It is by 
no means the last. 

In his studies of the ozena problem, Lauten- 
schlager brought forth the theory that the origin 
of ozena is to be sought for in an affection of the 
mucosa of the accessory sinuses, acquired early 
in life in consequence of a nasal infection. He 
believed that as long as this diseased mucosa 
remained all operations were unavailing to bring 
about a permanent cure. He was able to sub- 
stantiate his contention in a number of his cases 
by finding demonstrable gross pathology in the 
sinuses, particularly the sinus maxillare. In the 
other cases he had recourse to microscopic evi- 
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dence to support his claims. He accordingly felt 
constrained to state that the exigencies of his 
operation required the careful and painstaking 
removal of the maxillary sinus lining in all cases, 
and reline the denuded cavity with a healthy 
mucous membrane. The question where to get 
this new lining was speedily answered by the 
formation of an extensive flap of the buccal mu- 
cosa, turning it into the antrum through the 
labio-gingival incision, and holding it in place 
by packing. This forms the second major act 
of the operation. Even this, however, did not 
abate Lautenschlager’s masterful enthusiasm. 
There still were, he believed, other requirements 
to be met. 

The renowned Wittmaack now came upon the 
scene and pronounced favorably upon Lauten- 
schlager’s elaborate technique and bestowed upon 
it a not inconsiderable additional step. Witt- 
maack believed that saturation with the secretion 
of the parotid gland had a revivifying effect on 
ozena-ridden tissues. A new problem now con- 
fronted the sorely tried surgeon and his patient: 
how to get the flow of saliva into the accessory 
sinus cavity and into the nose? This Wittmaack 
succeeded in solving by including Stenson’s duct 
into the aforementioned Lautenschlager’s buccal 
flap. He closed the oro-antral fistula as soon as 
the flap grew in the antrum. He thus deflected 
the salivary flow from the mouth into the antrum 
and thence into the nose through ostium maxil- 
lare. This, seemingly, satisfied all the require- 
ments he could think of, but it did not seem to 
satisfy the patient. In fact, it left him in a very 
sad plight. Taking food, even the thought of 
food, nay, the mere act of empty swallowing re- 
sulted in a gush of saliva from the nose! Halle 
relates of patients who implored him in their 
wretchedness and misery to undo the Wittmaack 
achievement and restore them to their former 
condition. Lautenschlager even reports a sui- 
cide! But Lautenschlager had a zeal for com- 
bating difficulties that nothing would daunt. Hav- 
ing finished with two herculean labors, he was 
eager to encounter a third. He saw in the Witt- 
maack experiment a challenge to his ingenuity 
and determined to accept it. He adopted Witt- 
maack’s third major act as an integral part of 
his operation and sought to free it from its un- 
pleasant features by leaving the oro-antral com- 
munication permanently open! Thus the saliva 
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excreted into the maxillary sinus would forth- 
with flow back into the mouth. Only a minimal 
amount finding its way to the interior of the 
nose. 

By this time the Lautenschlager operation as- 
sumed such formidable proportions that few of 


"his most ardent followers had the courage to 


undertake it. 

Halle, the most dexterous rhinologist in 
Europe, after according to Lautenschlager a de- 
served mead of praise, declared himself uncon- 
vinced that an early acquired sinus infection 
lay at the root of every case of ozena. He finds 
it difficult to understand how a sinus infection 
which ordinarily gives rise to the usual accessory 
sinus suppurations should, in these cases, result 
in ozena. Again, sinus infections are quite com- 
monly unilateral, whereas ozena is usually a 
bilateral condition, nor does the sinus infection 
theory explain the preponderance of ozena in 
the female sex. Moreover, the number of cases 
of ozena, in which macroscopic pathology can be 
demonstrated in the accessory sinuses are com- 
paratively small—and these almost without ex- 
ception in the sinus maxillare, seldom in the 
ethmoid, very rarely in the sphenoid and quite 
never in the frontal! These considerations led 
Halle to conclude that the treatment of the ac- 
cessory sinuses in ozena be left to the discretion 
of the surgeon who should be guided by definite 
indications in each individual case and not by 
a rule of the thumb. He further rejects the 
parotid duct implantation, and the buccal flap 
transplantation as irksome and unnecessary. And 
lastly, he greatly simplifies the principal pro- 
cedure—the displacement medially of the lateral 
nasal walls. He operates by the intra nasal 
route, in a manner not unlike the Canfield op:r 
ation. The technique is as follows: 


Local anesthesia applied by swabbing ihe nose 
with a ten per cent cocaine with the addition of 


/ 


a few drops of adrenalin. Injection cf 4 per 
cent novocain with an adrenalin addition into 
the mucosa of the septum, the nasal floor, the 
lateral wall, particularly in the inferior meatus 
and in the mucosa anterior to the middle and 
inferior turbinates. Infiltrate the facial wall of 
the maxilla and one will do well to inject the 
same solution into fossa Pterygo-maxillaris. 
Wait ten minutes and begin the operation. With 
a knife or sharp curette scarify the medial sur- 
luce of the inferior turbinate, taking care to 
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scrape off the epithelium only but not injure the 
deeper structures. In the same manner scarify 
the opposite portion of the septum. Now start 
an incision immediately in front of the head of 
the middle turbinate downward in front of the 
inferior turbinate close on to the bone. Continue 
the incision to the floor of the nose, then trans- 
versely across the nasal floor to the septum a lit- 
tle behind and parallel to the margin of the aper- 
tura pyriformis. The line of incision is well 
indicated by the thumb and index finger abducted 
to form a right angle. (Figs. 1 and 2). 

Elevate the mucosa of the nasal floor mediaily 
to the septum and laterally to a little above the 
junction of the floor and the lateral wall. 
(Fig. 2). 

Put a straight slender chisel in the vertical 
incision in front of the turbinates and chisel 











Fig. 1—a. Anterior incision; b. detachment of base 


shown by dectted lines; chisel in position to enter 
the antrum, 


through the bone into the antrum. Avoid splin- 
tering the bone by not going through at one blow 
but rather mark vour way with the chisel by tap- 
ping along the entire length of the incision care- 
fully back and forth. (Fig. 1). Lastly chisel 
through the lateral wall on the line of junction to 
the nasal floor. This is done submucously under 
the previously elevated muco-periosteum of the 
nasal floor. The detachment of the lateral wall 
from the nasal floor extends to the posterior wall 
of the maxillary sinus. (Fig. 2). 

When you are sure that the lateral wall is fully 
and freely detached at all points from the nasal 
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floor, then you enter the antrum cavity with a 
flat, smooth, strong elevator from the anterior 
incision in front of the turbinates and press the 
lateral wall medially onto the septum. This must 














Fig. 2.—a. Sinus maxillaris; b. lateral wall; c. septum; 
d. nasal chamber; e. mucosa of nasal floor ele- 
vated; f. chisel in position for detachment at the 
base. 


be done throughout the entire extent of the lat- 
eral wall. The middle turbinate must also be 
forced over. (Fig. 3). 


Now the maxillary antrum is fairly open for 


inspection. If the mucosa appears normal it 
may be left alone. If diseased, it may be cur- 
reted away from this opening, made larger if 
necessary by the removal of a small portion of 
the anterior projection of the apertura pyri- 
formis. ; 

When the lateral wall has been weil forced 
to the septum, it forms with remaining anterior 
portion of the wall an acute angle. From here 
you may easily inspect the ethmoid. Insert a 
piece of iod»form gauze into this angle now and 
at each sabsequent dressing to hold the lateral 
wall in contact with the septum until the expected 
synechia have formed between the inferior tur- 
binate and the septum. The entire cavity of 
the antrum is snugly tamponaded. (Fig. 4). 

The first tampon remains in the antrum cavity 
for five days or even longer, because the tissues 
in ozena are predisposed to bleeding. Experi- 
ence has shown that the long continued tampo- 
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nade has no ill effects. The danger of an ear 
infection is no greater in this instance than in 
any other judicious packing of the nasal cavity. 
Middle ear infections are more apt to appear 
after the removal of the packing when the pa- 
tients exert themselves in much and wrong nose 
blowing. After the dressing is changed for the 
second time, it generally suffices to pack a small 
piece of iodoform gauze in the above indicated 
acute angle. This should be changed every five 
to eight days until the expected synechia have 
formed. This usually takes place in the second 
to the third week. It is, however, advisable to 
continue this smal] tamponading for some time 
after, altogether, to a period of six weeks from 
the time of the operation. When the packing is 
finally stopped, there speedily occurs a complete 
or almost complete closure of the opening into 
the maxillary sinus. 
When the writer worked with Halle in 1922- 
23 he became interested in this unique operation. 
On his return he adopted, with some modifica- 
tions, this technique in his work at the Illinois 
Charitable Eye and Ear Infirmary and at the Mt. 
Sinai Hospital of Chicago. Of the modifications, 














Fig. 3—a. Lateral wall completely detached and 


moved towards the septum; b. mucosa of nasal 
floor gathered into folds. 


he would mention the freshening of the mucosa 
of the nasal floor. When the lateral nasal wall 
is displaced medially, it carries the previously 
elevated mucosa of the floor of the nose along 
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with it which becomes gathered into folds, effect- 
ually obliterating the enormous cavern of the in- 
ferior meatus. He found that the freshening of 
this mucosa aids in its organization into a thick 
pad forming the new narrowed and elevated nasal 
floor. 

The results which are obtained with the opera- 
tion fully equal those obtained in the Europeat 
clinics. The lateral nasal wall is displaced uni- 
formly throughout its entire extent. 

The approximation of the walls seems to have 
a magical effect upon the tissues of the nose. 
They soon lose their forlorn and wretched ap- 














Fig. 4—a. Snug packing of antrum holding lateral wall 
against septum. 


The new rela- 
tions restore normal respiratory condition and 


pearance and take un new life. 


improve circulation and nutrition. The expected 
synechiae usually make their appearance in the 
second or third week and help in keeping the 
displaced wall in its new position. The success- 
ful operation is the one which brings about, at 
first, an over correction—a reversal of conditions 
—the abnormally wide nostril changed into an 
abnormally narrow one because the structures 


tend to recede to their former position. One does 
well to maintain this over-correction for a long 


time, and synechiae help to maintain it. When 
the lateral wall has acquired the “habit” of its 
new position and the tendency toward recession 
has been dissipated, then the synechiae may be 
cut through and if necessary the displaced wall 
forced laterally to provide sufficient breathing 
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space. This seldom becomes necessary and should 
not be attempted too soon. 

The narrowing of the nose brought about in 
this manner is vastly superior to all those pro- 
cedures which attempt to effect it by the intro- 
duction of various substances under the mucosa. 
It is free from all the objections urged against 
the other methods which were previously enu- 
merated. By it the ‘ateral wall is displaced uni- 
formly throughout its extent. It is accomplished 
at one sitting—both sides being usually operated 
on at the same time. No foreign body is intro- 
duced exposing the tissues to ulceration or other 
deleterious effects. No preliminary operations 
are required at the risk of injury to another limb. 
But over and above all else, it possesses the great 
advantage of exposing the maxillary and ethmoid 
sinuses to inspection and to treatment if neces- 
sary—and that is necessary in a number of cases. 
This advantage the other method does not offer. 
This consideration alone, were there none other, 
should stamp all these measures as inadequate. 
Only the Lautenschlager operation, simplified by 
Halle’s technique, deserves consideration in con- 
nection with the “operative treatment of ozena.” 

While at Halle’s clinic, the writer examined 
many cases of ozena operated on within one to 
two years. Only the clinical record proved them 
to be such. There were few, if any evidences of 
ozena present. Even the post nasal mirror re- 
vealed no crusts, there was no odor. The patients 
manifested a deep gratitude and those who knew 
them testified to a marked improvement in their 
psychic makeup. The knowledge that they were 
afflicted with a malady which made them socially 
objectionable no longer oppressed them. The un- 
bearable sensation of monstrous masses piled up 
in the nose was gone. The vain, daily struggle 
for their removal no longer harassed them. The 
dry, crust-laden soft palate, posterior wall of the 
pharynx and vocal cords, became moist and free 
again. Many of these patients recorded a return 
of the sense of smell which was long absent. 

Our own experience with this operation at the 
Illinois Charitable Eye and Ear Infirmary and 
at the Chicago Mt. Sinai Hospital served to 
deepen the favorable impression. Let me cite a 
few cases. 

A. B., 28 years old, presenting an advanced ozena 
complex. The unbearable odor made him obnoxious 


to everybody who came in contact with him, particu- 
larly to his wife. Operated on in December, 1923. 
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Soon after the operation improvement was noted. Pack- 
ing the antrum discontinued after six weeks and irri- 
gation stopped after two months. He soon noted a 
return of the sense of smell which was absent for many 
years. Six months after the operation he and his 
family declared themselves very satisfied with the 
results of the operation and very happy. 

C. F.,.women, 26 years old, married, pronounced 
case of ozena. Her timidity and untidiness betraying 
a dejected state of mind, on inquiry as to what symp- 
tom oppressed her most, she said it was the odor. She 
herself was not aware of it, but her husband could 
not stand it, She avoided the company of friends and 
her entire behavior evinced the state of mind of one 
who knows oneself shunned. Operated on in January, 
1924. Two months after the operation this young 
woman underwent a remarkable metamorphosis. She 
became a new woman. She appeared at the clinic with 
her hair bobbed, dressed in her best, powdered and 
rouged, good looking, spirited and confident. Her 
entire personality seemed to proclaim that a malevolent 
spell has been lifted and that she was set free. 

Most of the other cases have similar records. 

The writer, as far as he knows, is the first to 
introduce this operation in Chicago and one of 
the few in this country who are conversant with 
it. The number of cases he had an opportunity 
to operate on since he began this work ten months 
ago is necessarily small—twenty-four cases in all. 
The time which elapsed since the operations is too 
short. Taken by itself, his experience is not ripe 
vet for final conclusion, but viewed in connec- 
tion with what he witnessed abroad, he is justi- 
fied in warmly recommending this operation to 
his American colleagues. 

Those who watched this work at the infirmary, 
both attending men and visitors, were deeply im- 
pressed with the merit of this operation and bear 
out the writer’s belief that in it we possess, for 
the first time, something of real value to offer 
to the sufferers of this distressing condition and 
that it deserves a place as an important acquisi- 
tion to our Rhinologic Surgery. 

In conclusion the writer wishes to express his 
appreciation to his colleagues at the Illinois Char- 
itable Eye and Ear Infirmary and at the Mt. 
Sinai Hopital for the interest shown in his work 
and for the encouragement given him by refer- 
ring clinical material. In particular the writer 
wishes to thank Dr. Henry B. Boettcher, Dr. W. 
L. Noble, chief of staff; Dr. Leo Steiner, manag- 
ing officer, and Dr. Harry Woodruff. It is due to 
their kindly interest that the writer was enabled 
to from a nucleus for an ozena clinic at our be- 
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loved institution, the Illinois Charitable Eye and 
Kar Infirmary. 


Cases of ozena are not numerous in any one 
individual practice. Only by the co-operation o! 
the profession, an effort may be made to correlate 
this class of cases in one clinic and equip it fo 
their systematic study and treatment. 


DISCUSSION 

Dr. W. L. Noble, Chicago: I think it is proper to 
call attention to this work of Dr. Schoolman’s for two 
reasons; first, because of the carefully prepared and 
comprehensive way in which he has developed this 
work in America and, second, because of his careful 
study of the previous work in Europe and his thorough 
knowledge of the anatomy of the face. 

Through the cooperation of all his associates at the 
Illinois Charitable Eye and Ear Infirmary he was able 
to secure a number of cases. It seems to me it promises 
well for the future as to what may be developed at 
the infirmary by practical men who are doing work 
fer the people of Chicago everywhere. It is becoming 
more apparent every day that the infirmary is one of 
the best charities that the state supports, because it 
takes people who are dependent and unable te work 
and makes them independent and self-sustaining mem- 
bers of the community. There is a different atmosphere 
there and in the nature of things there has to be a 
different atmosphere, from that found in the medical 
colleges because here there is a large group of men 
working on live material, whereas in the medical col- 
leges there is only one man at the head of the depart- 
ment and every one has to follow his dictum. Often- 
times the success of a department from a teaching 
standpoint is more important in the mind of its head 
than the practical results. The infirmary is doing 
practical work all the time. 

Dr. C. F. Yerger, Chicago: As a co-worker of Dr. 
Schoolman’s at the Eye and Ear Infirmary I want 
to say a few words on the subject. First, I want 
to say that I.think the Eye, Ear, Nose and Throat 
Section is particularly fortunate this morning in hav- 
ing heard the two previous speakers, Dr. Robertson 
and Dr. Schoolman, and to Dr, Schoolman I think we 
owe a debt of gratitude for making this subject so 
real before our eyes, demonstrating each step in the 
operation both by word and by the use of the slides. 
The operation I think is plain enough to all who have 
had the pleasure of seeing and hearing his description. 
At the infirmary we have tried to give him all the 
ozena cases, knowing that he was interested in this 
special work. I can testify as to the result in some 
of the cases. Unfortunately I did not see Dr. School- 
man do any of his operations, but I have had an oppor- 
tunity of seeing some of the patients on whom he has 
operated and I want to check up the statements that 
Dr. Schoolman has made in his paper as to the results 
he has obtained. In the case of the man 28 years old, 
and in the case of the young lady he really trans- 
formed these patients into cheerful, optimistic citizens 


" 
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with an entirely different outlook on the world. This 
operation has an influence socially and economically and 
if we can do some good in a condition that heretofore 
has been without result, therapeutically speaking, it is 
certainly worth trying. We know that we have tem- 
porarily influenced this condition by different treat- 
ments, such as the sugar treatment, the trichloracetic 
acid treatment, etc. In the method here presented we 
have come to the stage where we have something 
definite, something lasting in a group of cases that will 
be benefited permanently. What proportion of these 
cases will be benefited by this operation, of course, I 
do not know, but I think we can say that not all cases, 
according to the reports in the literature, are benefited 
by operation. What cases will be benefited and which 
will not remains for the future to determine. It seems 
to me that we should try this operation in all cases 
and watch the outcome. It seems in cases in which the 
antrum is affected and which are permanently drained 
by making this large opening into the antrum, produc- 
ing a so much larger antrum cavity, that we have a 
more or less permanent drainage. My personal ex- 
perience is limited to one case which was operated on 
in the Cook County Hospital. I have just a few re- 
marks to make on that case. 

One is about scarification. I did a bilateral opera- 
tion. On one side I scarified and on the other I did 
not. It seems to me scarification is not necessary and 
it makes the operation more difficult; it predisposes to 
hemorrhage and it traumatizes tissues that it is not 
necessary to traumatize. I can say that hereafter I 
will not scarify. I do not think the reason for scari- 
fication is practical. Those synechiae you get will do 
more harm than good. You will have substituted a 
cendition of synechia for something else. You can 
say, “We will divide them.” You can divide them and 
you can keep on dividing them and every time you 
divide a synechia you produce more trauma and cause 
more scar in the epithelial tissue. If you obviate that 
I think it is important. I think more important is that 
you cut your lateral wall so that you can move it over, 
Lecause if you bring your lateral wall over toward the 
septum and keep it there by packing you will not need 
a synechia to hold it. 

Another thing, I did this operation on the cadaver 
before I did it on the human and I found in making the 
anterior resection just about where Dr. Schoolman had 
his diagram of the vertical incision, that is involving 
the nasal process of the superior maxilla, I noticed on 
chiseling when I- used the mallet that no matter how 
careful I was I had to use a lot of force. In using 
that force I fractured the nasal process of the superior 
maxilla, splintering it. I could not control the line of 
incision in the’ bone corresponding to the line of in- 
cision in the mucous membrane. 

It is difficult to figure out how the nasolacrimal 
duct can be avoided so as not to cause a laceration of 
the duct and having as a postoperative sequelae a 
stricture. 

Dr, C. H.° Long, Chicago: 


First, I want to thank 
Dr. Schoolman for introducing this operation in Amer- 
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ica. It reminds me of a little incident which occurred 
several years ago when I was in general practice. A 
health officer came over and said “We have got to do 
a lot of vaccinating here for smallpox.” A very im- 
portant surgeon replied, “What is the necessity? We 
have found the germ of smallpox.” The other said, 
“No we have not found the germ of smallpox.” Finally, 
after the discussion had closed, the surgeon learned 
that the health officer was right and that he was wrong, 
It is a fact we have not found the germ of smallpox, 
Lut we are treating it intelligently and we are getting 
it out of the country. Neither have we found the 
cause of ozena, but perhaps this operation is going to 
cure it, at any rate it seems to be improving the 
patient’s condition. 

Dr. Yerger said this operation should be applied to 
every case of ozena. I do not believe it. You know 
several years ago it was said that the sinuses were the 
sole cause of ozena, That theory has been exploded. 
Dr. Schoolman tells us that Wittmaack has found dis- 
ease in the etmoids which he thought was the cause 
of ozena and there is no question in my opinion but 
what he is right. Dr. Schoolman has intimated that this 
is the only operation. I think he has left out some of 
the newer ones. He has done as Dr. Wittmaack and 
others have done, removed the lateral wall. It seems 
to me that that is all a matter of experience and tech- 
nic of how to do the operation. For instance, if you 
remove the lachrymal sac and at the same operation 
you could treat the maxillary sinus you will benefit 
the ozena if either of these structures are the cause of 
the disease. We should not be too over-enthusiastic 
about this operation. Five or ten years from now we 
will be better able to judge what this operation will 
do for ozena. Dr. Beck has an operation and he has 
told us about it. Younger has just written a paper on 
the sugar treatment. We will do great work when we 
are able to bring these people to good health and re- 
move the cause of their trouble. 

Dr. Joseph Beck, Chicago: We have treated syphilis 
for a long time without knowing the cause and I do not 
see how we should desist from treating a disease like 
this because we do not know the cause, 

I think we are indebted to Dr. Schoolman for bring- 
ing this operation before us. Experience is the best 
thing to talk about when you are talking about treating 
anything. You do not have to cure people but to fe- 
lieve them of the prominent symptoms in atrophic 
rhinitis in order to accomplish some good. That .is 
what any operation will help to do, to narrow the 
enlarged spaces in the nose. 

A sad commentary I have to make on his presenta- 
tion. Has not this country done anything in attempting 
tc relieve atrophic rhinitis. You know the American 
Laryngological Society has appointed a commission to 
study the ozena problem. It takes time to do this. 
Egblaw some years ago did an operation through the 
palate by making a hole in the hard palate. Barrady . 
injected silver into the.nose for the cure of atrophic 
thinitis. Several Englishmen have used foreign ‘sub- 
stances in the nose. 
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The operation I have followed is to do a dissection 
of the mucous membrane of the septum, bring it over 
and put in a piece of the septum from another patient. 
It is a very simple procedure and you will be sur- 
prised at the result. I have tried it not once or twice 
but a dozen times. In not a single one did I have 
the synechia proposition to deal with. You do not 
push over the lateral wall, you push over the anterior 
wall. You have a triangular cut and only the anterior 
wall is pushed over, It does some good and these 
people have been very much benefited. In one case I 
tried this experiment, I separated the scar and put a 
piece of silkworm suture through the lateral wall and 
then brought it through the displaced lateral wall and 
tied it. 

Dr. Schoolman is to be encouraged to go on with this 
work and bring us the end-results after sufficient time 
has elapsed. 

Dr. N. Schoolman, Chicago (closing the discussion) : 
This operation that has been mentioned is typical of 
those efforts hat lend themselves to narrowing of the 
nasal chamber and the advantages of this method have 
Leen enumerated. It does away with preliminary oper- 
ations for the procurement of material. It does not 
involve the introduction of foreign substances under 
the mucosa and, above all, this operation lays open the 
antrum of Highmore for inspection and treatment, 
whereas all other procedures merely accomplish a nar- 
rowing of the nasal chamber. 





PNEUMOCONIOSIS 


ETHAN A. Gray, M.D., 
Medical Director, Chicago Fresh Air Hospital. 
CHICAGO 
has been defined (Anders 
Practice of Medicine, 1904), as being a “form 
of interstitial pneumonia that arises from the 
inhalation of dust-like particles;” also, as a 
“disseminated fibrosis of the lungs caused by 
the habitual inhalation of a dust-laden atmo- 
sphere in the various occupations;:” (Wilson’s 
Medical Diagnosis, 1909). 

I should prefer to say that pneumoconiosis is 
a condition of the lungs characterized by more 
or less intensive deposit of organic or inorganic 
dusts, in the lung tissues, and accompanied by 
fibrous degeneration and consequent diminu- 
tion of aerating ability of the organs involved. 

The word “irritation” has also been used in 
the discussion of the definition; when one re- 
members that this disease, or process, can go 
on for ten, even twenty years, before producing 
serious incapacity, the grade. of the irritation 
will be seen te be of low power in a large num- 
ber of cases. 

Depending upon the kind of dust inhaled by 
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the individual, 
various names. 


pheumoconiosis is 
We: may mention anthracosis, 
due to coal dust; siderosis, due to iron oxide; 
chalicosis, caused by stone dust, and silicosis, 
due to the inhalation of silica dust. 

All dusts are not alike in their ability to do 


known by 


damage; some, organic in character, cause but 
temporary irritation and are, in the long run, 
innocuous. Other dusts, mineral and metallic, 
and having hard, sharp corners, produce changes 
of a permanent and chronic nature. Such dusts, 
when they have passed the lymph canals, remain 
in the interstitial tissues of the lungs as deposits 
of foreign substance ; as such, they cause fibrosis 
and, as their quantity increases, reduce directly 
The tolerance 
of the tissues for the dust is in direct ratio to 
the irritative quality of the latter. Silica dust 
is the most dangerous of the dusts; it is encoun- 
tered chiefly in sand works, sand blasts and in 
Metallic dust, as in 


the aerating surface of the lungs. 


some grinding occupations. 
iron filings, is slower in producing its delete- 
rious effects, while cement dust, a mineral, is 
Coal dust has 
also been acquitted of being very harmful, al- 


said to be relatively innocuous. 


though it will, it is true, fill a lung if given 
time. Possibly one reason why coal dust is 
rated so low in the mortality of miners, is that 
the accident rate among such workers is very 
high; hence, they do not live long enough to 
hecome far advanced anthracotics. 

Dust need not be inhaled in order to produce 
ingestion will serve the pur- 

The wet grinder, who is spat- 

the finely comminuted mixture of 
grindstone, steel and water, gets much of the 
impalpable mud into his nostrils and mouth; 
later, when he eats his lunch, he does not trou- 
ble to wash his hands, which are dirt laden: 
thus, he soon soils his food which carries the 
dirt and grit into his interior. 

The iron worker, machinist, lathe operator, 
tool maker, etc., have little dust to deal with, 
but instead, ingest their share of dirt, mixed 
with oil. The wet grinder, above mentioned, 
lasts about ten years at his trade. He may, in 
rare instances, hold out for twelve years, but not 
longer. The sandblaster has been known to suc- 
cumb inside of three years. The dry grinder of 
Sheffield never lived to see his grandchildren, as 
he always died of “grinder’s consumption” be- 
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fore his own children grew up. Not to be for- 
gotten is that others than indoor workers may 
be subject to dust deposits in the lungs. The 
farmer, the prototype of the outdoor man, has 
his share of dust. Plowing and cultivating may, 
on occasion, be very dusty occupations, not men- 
tioning threshing and mowing hay. 


Hence, 
the farmer, the man of the open, often finds 
himself compelled to retire at an age when the 
city dweller, in all of his smoke and dirt, is still 
working steadily. A study of our ex-farmer citi- 
zens of our rural towns might be enlightening. 

Directly as dust is deposited in the alveolar 
and interstitial spaces, lung capacity is reduced. 
Finally, the lung becomes so filled that it can 
no longer meet the demands of exercise. Short- 
ness Of breath on exertion teaches the patient 
that he cannot move rapidly; therefore, he 
moves slowly. ‘Towards the last there remains 
but a small portion of the lung tissue which is 
capable of aeration. Usually this bit of paren- 
chyma is put out of action by a brief pneumonia. 

At autopsy, the lung is found to be very heavy 
and not compressible. This is because of the 
large dust content which will be found in the 
organ. Adhesions between the lungs and chest 
walls are common. On section, the knife is felt 
to cut through a gritty mass, and one can recog- 
nize that mineral substance is being encoun- 
tered. The volume of the lung is greater than 
in the normal organ. The cut surface of the 
lung is dark grayish, except, perhaps, where the 
knife has cut across the very limited patch of 
normal tissue; this I call “normal” because it 
is not filled with mineral dust, although it may 
be, otherwise, also pathological. In two cases 
of mine which came to autopsy, the finger-wide 
portion of uninfiltrated lung was found to be in 
the stage of red hepatization of an acute and 
short pneumonia. Both patients, after having 
been confined to their beds for many weeks, had 
quickly died of this disease. 

As in all case studies, a consideration of the 
history of the disease will often give a clue to 
the true condition. Occupation should invari- 
ably be included in the history taking. It is, I 
believe, a matter of great importance that the 
physician have a knowledge, moderate, at least, 
of the processes of manufacture and trade in his 
community. Possessed of such information, he 
can the more readily understand the conditions 
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under which his patient is working, particularly, 
when they are of an unfavorable nature. 

For the first few years there is nothing to 
direct attention to the fact that the lungs are 
filling with dust; but, as the dust begins to 
encroach more and more on the healthy tissues, 
the patient becomes dyspneic on exertion. He 
walks in a deliberate manner, and, in a word, 
slows down. Finally he is unable to work with- 
out distress—and stops. It may now be recog- 
nized that the man’s working days are. over, 
except, perhaps, for a light job, for the short 








Fig. 1. Case 1 (3438) 


balance of his life. Sometimes the condition of 
the man is misunderstood, and he is classed as a 
malingerer. There may be slight cough, or 
there may be attacks of paroxysmal coughing 
which give color to the diagnosis of “asthma.” 
On the whole, the cough will depend less upon 
the amount of dust in the chest than upon the 
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secondary disease which is present. There may 
be a severe or a mild bronchitis, pleurisy or 
tuberculosis, any one of which will give rise to 
definite symptoms of pulmonary disease, which 
calls attention to the chest, while the pneumo- 
noconiosis, of itself, may have attracted little 
notice. 

The sputum varies according to the charac- 
teristics of the dominant condition; it may be 
scanty, profuse, 
From the appearance of the sputum, it is diffi- 
cult to draw conclusions ; 


mucous or muco-purulent. 


a glairy sputum may 


contain tubercle bacilli, while a heavy sputum 
may be negative to this organism. Again, in 
the absence of chest findings, other than dimin- 
ished breath sounds, there may be profuse 
catarrh with a generous bacterial flora. Where 
there are plentiful signs of lung pathology in 
evidence, there is always profuse sputum. 

Hemorrhage is not a common symptom of 
pneumoconiosis; when present, it occurs usually 
as the consequence of a complicating tubercu- 
losis. 

Physical examination: 


We are first struck 
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with the large chest. The antero-posterior dia- 
meter is greatly increased, the costal arch flat- 
tened to correspond to the flattening of the dia- 
phragm, which is no longer able to assume its 
concavo-convex position of repose. This, of 
course, because the lungs are permanently di- 
lated. As the ribs move slightly, if at all, 
breathing is abdominal. However, as the flat- 
tened diaphragm cannot contract further, respir- 
ations are shallow. Because of this, a slight 
cyanosis may sometimes be observed. Dyspnea 
is not present unless the patient tries to exercise 





beyond his limit. This limit depends upon the 
amount of aerating tissue remaining to the pa- 
tient. Should there be respiratory distress, it 
is usually due to exercise, as above stated, and 
can be relieved by immediate rest. 

Not often are the veins of the chest enlarged, 
and when they are so, it does not especially indi- 
cate a pneumoconiotic state. One is struck with 
the smallness of the arms as compared with the 
large deep chest. The musculature of arms and 
chest is soft and often flabby; the hands are 
usually cyanotic to a greater or less degree, the 
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interosseal spaces frequently wasted. The nails 
present a striated appearance at times and are 
usually curved, not clubbed; they are, however, 
often spatulate. The veins of the dorsum of the 
hands may be thin, and usually are so. They 
are, also, often tortuous and dilated. They are 
frequently especially prominent, probably be- 
cause of the interference with the return blood 
flow, but are always quite compressible. 

The supra and infra-clavicular spaces are 
deepened according to the stage of the disease. 
This should be a point in the differentiation be- 
tween pneumoconiosis and emphysema, as in the 
latter disease the supra-clavicular spaces are 
puffy, rather than depressed. 

When viewed from the side, the head is seen 
to be placed midway between back and front. 
This is due to the enlargement of the chest from 
front to back, together with the forward curv- 
ing of the spine. The scapulae are seen to have 
moved well to the front, sometimes as far as 
the posterior axillary line. 

Percussion. The note is a complex one. On 
light percussion, it is dull; with the heavier 
stroke, a tympany is elicited. As in other dis- 
eases, the percussion note is influenced by the 
thickness of the overlying musculature. Usually, 
the dullness is less marked as we approach the 
bases of the lungs. The better resonance ob- 
served here corresponds, perhaps, to the amount 
of fairly normal lung tissue still present. Over 
the heart, the dull tympany may be found to 
the exclusion of the normal heart dullness. 

Auscultation. The principal characteristic of 
auscultation of the pneumoconiotic chest is in 
the diminution of respiratory sounds. Even 
rales are often absent; absent, too, when there 
is present other disease of the lungs, as tuber- 
culosis. This does not mean that rales are not 
to be heard in these cases, but that tuberculosis 
may be present as a super-imposed disease, and 
vet offer no catarrhal signs. Here, the diagno- 
sis of pneumoconiosis may be made on the gen- 
eral physical findings, while that of tuberculosis 
must be made under the microscope. 

Usually, when tuberculosis is present, it is 
recognized only after considerable damage has 
been done to the lung by the breaking down 
action of the tubercle bacillus. In many cases, 
the patient works so long before seeking medical 
aid that cavital signs are well pronounced; in- 
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deed, the observer will be astonished to note the 
extent of the lesion when the history of recent 
disability is considered. Should there be any 
doubt as to the nature of the trouble, one will, 
perhaps, be aided by remembering that tubercu- 
losis is usually found less developed on one side 
than on the other. At the same time, signs of 
pneumoconiosis may be in evidence on both 
In such a case the quest for the tubercle 
bacillus is rarely unsuccessful. 

X-Ray. One is struck, at first, with the width 


sides. 











Fig. 3. Case 2 (3442) 


of the intercostal spaces. In this connection 
will be noted, likewise, the nearly horizontal 
position of the ribs; also the widening of the 
costal arch. The flattened diaphragm next 
claims attention, together with the increase of 
the lateral diameter of the chest. Probably of 
much more importance in the diagnosis is the 
mottled appearance of the lungs. This mottling 
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(called “snow storm” by some) is a constant 
occurrence in our cases. In addition, of course, 
will be seen the shadows due to tuberculous de- 
posit, caverns and effusions. Whatever clear, 
or fairly clear, areas there are on the plate will 
be found in the lower parts of the lungs. The 
mottling will be seen to be quite evenly dis- 
tributed. 
Treatment. 
moment. 


Rest is the only treatment of 
In case of uncertainty as to the diag- 
nosis between tuberculosis and pneumoconiosis, 
put the patient to bed; the treatment is the 
same in both diseases. If it transpire that no 
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workers, above all, will do more good in eradi- 
cating this disease than any amount of thera- 
peutic endeavor after the lung has become 
clogged with dust. No amount of effort on the 
part of employers will avail unless the em- 
ployes are willing to co-operate. In the rush to 
get out a greater amount of piece work, the 
operator of a machine not infrequently disre- 
gards the safety devices installed for his protec- 
tion ; they hinder his effort at haste, so he takes 
the risk. So, in the disease under discussion, 
blowers and the free use of water on grinding 
machines protect during working hours, but 





aoa | 


Fig. 4. 


tuberculosis is present, the patient may be per- 
mitted to rise during the day. He must avoid 
all unnecessary exercise, as climbing stairs, 
walking in the wind and carrying burdens. Such 
effort is as productive of dyspnea as a bad heart: 
the latter stops in the effort of exertion while 
the dust laden lung merely stops its possessor. 
After all, prophylaxis is better than treatment, 
as regards any disease, and as regards pneumo- 
coniosis particularly. Cleanliness in workshops, 
dust removing devices and education of the 


Case 2 (3442) 


cannot be of use during meal hours when the 
employe eats hastily without thought to his 
dirty hands. 

Prognosis. This is invariably bad. The pa- 
tient never clears his lung, hence, he never re- 
covers. He never improves to the extent that 
he puts more lung back into use; lost lung is 
forever lost. With care, the pneumoconiotic 
may live a few years longer, according to the 
condition of his lungs at the time he stopped 
work. 
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The observations above noted are based upon 
cases selected from wet grinders, molders, ma- 
chinists, tool-makers and other 
metal. We have had no experience among 


workers in 


miners, potters, cement workers or textile opera- 


tives. 

Case 1 (3438). P. K. S., admitted to 
Fresh Air Hospital February 8, 1923. Male, age 42 
Polish, Had employed as 
molder for 22 Stopped work two months 
previous to admission because of pain in right side 
and cough. Weight 121 pounds, temperature aver- 
age 98/6, pulse 72. During his stay in the hospital 
of over thirteen months the patient never had a 


Chicago 


years, married. been 


years. 


positive sputum. His weight increased to and re 
mained at about 131 pounds. Cough disappeared 
and sputum became While patient never 


complained of dyspnea on moderate exertion, it was 


scanty. 


observed that he never hurried; his movements were 
always deliberate. 

Chest barrel 
the 
of lesser degree with definite kyphosis from the 
ith to the 10th dorsal vertebrae. 


Physical examination: shaped; re- 


tractions above and below clavicles; scoliosis 
Dullness over the 
right scapula and below it. The general tone in 
front was one of dull tympany. Over the 2d and 
3d spaces, front, there was a faint rough respira- 
tion; elsewhere the respiratory sounds were very 
faint or almost absent. On the right side there 
was an occasional click, but no other adventitious 
sounds. The patient remained in the hospital for 
over 13 months and had no change of picture as 
far as his physical findings were concerned. 

Attention is directed to his photo (Fig. 1). The 
chest is seen to be quite deep, while the head is 
shifted forward, so that it is nearer the front than 
it should be. The hands are seen to be somewhat 
wasted and cyanotic. The skiagraph (Fig. 2) shows 
the mottling above referred to; this is more marked 
on the right side than on the left. 

Case 2. (“D-L-K”-3442.) Admitted to Fresh 
Air Hospital Feb. 15, 1923. Age 30. Foundry 
worker 10 years; formerly furnaceman. Stopped 
vork at 2% months previously, because of “infec- 
tion of hip.” Temperature was normal during en- 
tire stay in hospital, the pulse likewise. Weight on 
admission 136 pounds. On discharge, 163 
pounds. Sputum on admission was positive, Gaffky, 
III. Also was it positive on discharge. 

Physical examination showed demonstrable tuber- 
culous lesion in the left apex. The antero-posterior 
diameter of the chest was considerably increased: 
motion retarded on the left side; retractions supra- 
and infra-clavicular, both sides. A diagnosis of 
pneumoconiosis with tuberculosis superimposed was 
made. A study of the photograph (Fig. 3) may be 
of interest. To be seen are the depressions above 
the clavicle, quite marked, the wasting of the fore- 
arm and hand, the curving of the nails, the cyano- 
sis of the hands and the depth of chest. The skia- 


was 
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graph (Fig. 4) shows the mottling above referred 
to, while the tuberculous lesion is seen in the upper 
left lobe. 

The photograph of Case 3 (L. S. 3412) (Fig. 5) is 
shown in order to emphasize the appearance of the 
hands and forearms; these are seen to be cyanosed 
and, to a certain extent, wasted. The head is placed 
midway between the back and chest, while the wast- 
ing and tension of the trapezius and the sterno- 
cleido-mastoid are easily noted. 

The picture of Case 4 (A. W. 3322) (Fig. 6) 
shows also some of these characteristics, as the depth 








Fig. 5. Case 3 (3412) 
of chest and the placing of the head. This case was 
characterized by great increase in weight, as is evi- 
denced by the amount of adipose. There was here a 
lesion, tuberculous in character, of moderate extent. 
The sputum was positive. 

There are several other cases in this series, but 
their presentation would be repetition; they are, 
therefore, omitted. 


Comment: If one will bear in mind that a 
history of occupation in one of the dusty trades 
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may be an important clue to a diagnosis, these 
cases will be the more easily recognized. It 
certainly behooves the physician practicing in a 
manufacturing community to know something 
of the processes of manufacture; at any rate, as 
far as it concerns the health of the individual. 
In the diagnosis of pneumoconiosis, as in other 
chest conditions, what is not heard is often of 











Fig. 6. Case 4 (3322) 


as much, if not more importance than what is 
heard. Because, however, of ignoring what is 


not heard, many a chest is classed as “negative,” 
when the very absence of “signs” is the real 


diagnostic point. Here, when the patient com- 
plains of shortness of breath, and, perhaps, 
some cough, nothing is heard in the chest, ex- 
cept faint sounds of respiration ; this should give 
warning, in ‘the light of the history. There is, 
undoubtedly, in the trades, more of pneumo- 
coniosis than is suspected. 


When more cases 
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are recognized, the scant space given in the aver- 
age text-book to this subject will mean more to 
the reader who now barely remembers the name 
“pneumoconiosis.” 

438 Briar Place. 





FOUR UNUSUAL ABDOMINAL SURGICAL 
CONDITIONS: EMBOLISM OF THE MES 
ENTERIC ARTERIES, MUCOCELE OF THE 
APPENDIX, MESENTERIC CYSTS, AND 
TORSION OF THE GREAT OMENTUM* 
CLirrorp U. Coiuins, M. D. 
PEORIA, ILLINOIS 


In a paper presented to the Iowa State Medi- 
cal Society in May, 1923, Dr. M. L. Harris,’ in 
discussing the diagnosis of some surgical condi- 
tions, laid down three fundamental factors in 
the making of a correct diagnosis. 1. The ability 
on the part of the attendant to observe or recog- 
nize evidence. 2. A thorough knowledge of the 
pathological conditions that may give rise to the 
evidence observed. 3. The ability to correctly 
evaluate evidence. 

The second factor is my excuse for bringing 
my subject to your attention this afternoon. “A 
thorough knowledge of the pathological condi- 
tions which may give rise to the evidence ob- 
served.” 

In the last few years the literature has been 
filled with articles on appendicitis, gall-bladder 
disease and abnormal conditions of the stomach 
until you are familiar with the usual diseased 
conditions of these organs. It seemed to me 
that it might be a good time to consider some 
of the unusual abdominal surgical conditions, 
and put them before our minds, so that we could 
consider them if we had a patient who was 
complaining of symptoms that might be caused 
hy any one of them. 

The first condition discussed will be emboli of 
the mesenteric arteries. In a surgical practice 
of twenty years, and an experience covering con- 
siderably more than ten thousand operations the 
writer has seen this condition only twice, and 
strange to say, these two cases were seen within 
a period of six months. Although it is rare, it is 
one of the most serious of abdominal conditions. 
It is important to study because it forms a clin- 
ical’ picture very difficult to diagnose, and yet 


“Read before the Mercer County Medical Society at Aledo, 
April 15, 1924. 
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an early diagnosis followed by a prompt surgical 
operation offers practically the only hope of 
relief. Jackson, Porter and Quinby? of Bos- 
ton gave a report of cases in 1904 that is 
still a classic on the subject. The condition 
of embolism of a mesenteric artery presup- 
poses as a cause one of those diseases which 
leads to the formation of thrombi from whence 
emboli can arise. Endocarditis ranks first in the 
frequency of such diseases, followed by atheroma 
of the aorta, and arterio-sclerosis, especially of 
the mesenteric artery. Eliot* points out, how- 
ever, in a very considerable proportion of cases 
there is no-history of previous illness and no 
discoverable cause. 

The cases reported fall naturally into two 
groups, acute and chronic. The group of acute 
cases is by far the larger. The two cases ob- 
served by me were acute. In those cases there 
is a sudden onset of acute colicky abdominal pain, 
often when the patient is apparently in good 
health. Then comes nausea, vomiting, often 
bloody, and diarrhea, also often bloody. Or the 
picture is one of obstinate intestinal obstruction 
of the paralytic type. Often no flatus is passed 
and the temperature falls below normal. The 
abdomen finally become distended and death oc- 
curs in a few hours or days. 

The second or smaller group of chronic cases 
is formed by those cases of insidious onset and 
chronic, sometimes remitting symptoms, by 
cases giving no symptoms referable to the abdo- 
men during life, and by cases where a spontane- 
ous cure results, probably by anastomosing ves- 
sels taking up the work of the blocked vessels. 

Jackson, Porter and Quinby reported 214 
cases culled from the literature and five cases 
presented no symptoms referable to the abdomen. 
All the others had pain in the abdomen and 157 
could locate the pain. Nausea and vomiting were 
usually present following the pain. The vomitus 
was normal stomach contents, bile stained, fecal 
or bloody, according to the location, severity and 
(duration of the process. 

Some German authors claim that bloody stools 
are essential to a diagnosis but this is not true, 
although blood occurred in the stools sometimes 
in the course of the disease in 41 per cent of the 
cases, There are usually liquid or semi-liquid 
bowel movements in the early stages of the con- 
dition. Sometimes paralysis of the bowels comes 
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on so quickly that these liquid contents do not 
get out of the lower bowel. 

A large majority (70 per cent) of the patients 
complained of tenderness on pressure over the 
abdomen, and a great many patients could locate 
the tenderness. Intestinal obstruction occurred 
rapidly in most of the cases, but distention was 
a late condition. 

Five factors should be considered in making 
the diagnosis. 

1. There must be a source of the embolus. 

2. There are present, usually, copious bloody 
bowel movements. 

3. There is a quick and marked fall of bodily 
temperature. 

4. There are colicky abdominal pains which 
are usually very severe. 

5. In the later stages distention of the abdo- 
men occurs and free fluid. 


Case No. 4524. The first case of this trouble seen 
by the writer was on Dec. 6, 1915, 

The patient, A. S., was a male, aged 44. There was 
nothing interesting or unusual in his family or previous 
history, except that in March, 1915, he had an acute 
attack of appendicitis in which the temperature reached 
102.8° and he was confined to his bed five days. Three 
week later he was taken again with pain in the right 
lower abdomen, vomiting and developed a temperature 
of 99.4°. An appendectomy was done by the writer 
six hours after the beginning of this last attack. The 
condition of the appendix justified the diagnosis and 
operation. His recovery was uneventful and he re- 
mained well until December 5, 1915. 

On December 4 he seemed perfectly well and shocked 
corn as usual December 5, being Sunday, he did not 
work. but ate a hearty dinner at noon. At 1 p. m. he 
complained of a sharp acute pain in the abdomen just 
below the navel, but wa'ked two miles to visit a neigh- 
bor with whom he spent the afternoon. In the evening 
he refused to eat supper and complained of pain in the 
lower abdomen. He took some peppermint and went 
to bed. The pains grew worse in severity and at 9 p. m. 
Dr. W. A. Gott of Washington, Illinois, the family 
physician, was called to see him. He was given physic 
and a hypodermic of morphin, and in a short time he 
seemed to be all right. After a few hours rest the pain 
returned and Dr. Gott was called at 1 a. m., Decem- 
ber 6. His bowels had not moved so he was given a 
large dose of salts and another hypodermic of morphin. 
Dr. Gott called again about 8 a. m. and found that the 
patient had had no bowel movement. However, while 
the doctor was there he passed a large watery stool and 
at the same time vomited a large quantity of brownish 
fluid with a bad odor. He said he felt much better 
then and Dr. Gott gave a colonic flushing which 
brought away more liquid fecal matter. At noon Dr. 
Gott received a telephone message that the patient 
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had been comfortable until 11:30 a. m. when he 
complained that the pain had returned. Dr. Gott 
called Dr. Geo. W. Parker and the writer in coun- 
sel. The patient’s lower abdomen was distended 
when Dr. Gott reached him. He was restless and 
pale and his heart’s action was very weak. He com- 
plained of heavy severe bearing down pains in the 
lower abdomen. He died at 1:00 p. m. just twenty- 
four hours from the beginning of the attack. 

He had vomited only once during the attack, at 
8:00 a. m. His temperature was normal, pulse 84, at 
that time. From then on till his death the tem- 
perature did not rise, but his pulse became weaker 
and increased in rapidity. 

The internist and surgeon called in counsel arrived 
fifteen minutes after his death. On account of the 
lack of accurate information as to the cause of death, 
and the suddenness with which it occurred, we asked 
for a postmortem examination. At first, this was 
refused by the family, but when it was ascertained 
that the deceased had insurance, and it was ex- 
plained that the insurance companies would prob- 
ably require a satisfactory cause for the death, they 
gave their consent to a brief examination to deter- 
mine the cause. 

An incision through the abdominal wall allowed 
the escape of a large quantity of bloody fluid. Noth- 
ing abnormal was found in the upper abdomen. A 
loop of small intestine, which was about eighteen 
inches long and black and gangrenous, was pulled 
up easily out of the pelvis. The line of demarkation 
was sharp and abrupt. The gangrenous loop was 
three or four feet from the cecum. The intestine for 
some distance above the gangrenous portion 
congested, thickened, soft and boggy, 
coils of sausage. 

Case No. 5036. The second patient was P. S., 
aged 34. On April 6, 1916, he took with pain in his 
legs, and the pain spread all over his body. He went 
to see his physician, Dr. J. D. Milligan of San Jose, 
Illinois, who found his temperature 101°, and put 
him to bed. He remained in bed two weeks. His 
temperature went to normal after two weeks and re- 
mained normal for a week. His pain left him also 
at the end of two weeks. After a week’s remission 
his temperature came back to 101° and twelve hours 
later to 103°. Then his fever declined. During this 
time he had no particular pain. 

On the night of April 27, his temperature rose to 
101° and he took with a gradually increasing pain in 
the central abdomen around the umbilicus. The pain 
was sharp, colicky, and very severe and required an 
opiate. He did not vomit except once on the night 
of April 28, after he had been given castor oil. 

He was brought to the hospital on April 29. He 
complained of pain in the central abdomen in spite 
of opiates that had been administered. There was 
no tenderness over any particular portion of the ab- 
domen. The abdominal muscles were not rigid. The 
leucocyte count was 36,000. There was an icteroid 
tinge in his conjunctivae. There was perspiration 


was 
and felt like 
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about his temporal and frontal regions. His lungs 
were resonant. His apex beat was diffuse and over 
the second pulmonic area there was a marked sys- 
tolic murmur which was also heard over the aortic 
area. He complained of severe pain in his centra! 
abdomen just below his umbilicus. There was no 
edema of the feet and ankles. His spleen was not 
palpable, and there was no tenderness over either 
kidney region. The urine examination was negative 
and his hemoglobin 90 per cent. 

On April 30, his abdominal muscles were still 
flaccid and there was no tenderness over his abdo- 
men. Temperature 100 degrees, pulse 118. The 
pain was still severe and required morphin every 
three hours. A diagnosis of occlusion of a mesen- 
teric vessel was made and an exploratory incision 
advised which was accepted. No credit is claimed 
for the diagnosis. If the first case had not been 
seen in December, 1915, the correct diagnosis would 
probably not have been made. 

When the peritoneum was incised numerous coils 
of small intestine were seen with gangrenous areas 
in them. The areas varied in size from one inch 
to six inches. The areas were separated by nor- 
mally appearing intestines and the areas extended 
from the jejunum to the colon. Evidently there 
had been numerous septic emboli in the superior 
mesenteric artery, presumably from the heart. It 
was obviously impossible to do anything so the in- 
testines were replaced and the incision closed. He 


died eight hours later. 

It is well to remember that most of the cases 
(64 per cent) occur in males, and more than half 
between the ages of 30 and 60. Both of these 
patients were males and both between the ages 
of 30 and 60. 

The must if the 


diagnosis be made early, 


patient is to be relieved by surgical treatment. 
My first patient died in just twenty-four hours 


from the beginning of the symptoms. However, 
it is not necessary for the family physician to 
diagnose the exact lesion. As Kanavel* has 
pointed out, it will be sufficient if the physician 
recognizes a surgical condition and acts promptly. 
If there has been only one embolus and there is 
one gangrenous area, resection may save the life 
of the patient. 

The prognosis is very grave as it is a very 
fatal condition. The mortality is about 94 per 
cent. The reason for this is plain. If there 
are multiple infarcts, or infarcts in the descend- 
ing colon or sigmoid, or extensive infarcts with 
no well-defined line of demarcation very little 
can be done by surgical means. 

The treatment is an early exploratory incision. 


If there has been only one embolus and 
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the gangrenous area is limited, a resection well 
beyond the seeming line of demarcation should 
be done, and the open ends of the gut left in 
the incision surrounded by gauze pack. This 
is recommended by Jackson, Porter and Quinby, 
although Eliot advises immediate anastomosis if 
the patient’s condition seems good. The escape 
of bloody fluid when the incision is made should 
make the surgeon think of mesenteric embolus 
as a possible cause for the trouble. It should 
be remembered that the gangrenous loop of in- 
testine is more frequently found in the pelvis 
than any other place. Unfortunately, as in my 
second case, there are generally multiple emboli, 
and the numerous and extensive gangrenous 
areas destroy all hope of accomplishing any- 
thing. 

The second condition we will discuss is a 
mucocele of the appendix. A mucocele of the 
appendix is interesting because of the enormous 
size of such a diseased appendix, and because, 
if the appendix leaks and pseudo-mucin escapes, 
the condition of pseudomyxoma peritonei may 
result. An excellent discussion of this disease 
has been written by Dr. Major Seelig®. Pseudo- 


myxoma peritonei is usually caused by the escape 
of pseudo-mucin from an ovarian cyst in a 
woman, or from a mucocele of the appendix in 


a man. My case of mucocele of the appendix 
was unique in being in a woman. 


Case No. 8082. The patient, Mrs. H. F. S., was 
46 years old. She was referred by Dr. Wm. Major 
and was seen on Feb. 13, 1921. For about three 
years she had had a constant soreness in the right 
lower abdomen. Just before she menstruated the 
pain was always worse and more severe. About a 
year before she was referred to the writer she 
thought she could feel an enlargement in the right 
lower abdomen. A few weeks before the enlarge- 
ment had become more apparent and was freely 
movable. 

A mass could be felt in the right lower abdomen, 
three or four inches in diameter. but it could not be 
pushed down so the index finger in the vagina could 
palpate it. For that reason there was some suspi- 
cion about its being an ovarian cyst, but it was not 
known what else it could be, so that wrong diag- 
nosis was made. The removal of the mass was 
advised and accepted, and the operation was done 
on Feb. 14, 1921. 

The incision revealed an enormous appendix 
twisted like a corkscrew. (See Fig. 1.) A small 
quantity of pseudo-mucin was found outside of the 
appendix, but it was removed. Fortunately the 
lumen at the base of the appendix was of normal 
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size, so the thickened tissue around it was incised 
to the mucous membrane. The mucous membrane 
was ligated and cut, and the stump was covered 
with Lembert sutures of linen thread. Some gall 
stones were found in the gall-bladder and the gall- 


<tagp 
Fig. 1. Mucocele of the appendix. Some pseudo- 
mucin may be seen attached to the appendix. 


bladder was removed on Feb. 9, 1922. On Feb. 19, 
1923, the patient reported that she felt well. 

The third condition is mesenteric cysts of the 
intestine®. Mesenteric cysts are very rare. Law- 
son Tait is said never to have seen one. About 
200 only have been recorded in the literature. 
Mesenteric cysts are classified under six divi- 
sions. 

1. Serous. 

Chylous. 

Hydatid, due to tenia echinococous. 
Blood cysts. 

Dermoid (embryonic). 

. Cystic malignant disease. 

Serous cysts, either unilocular or multilocu- 
lar, usually but not always contain a clear fluid 
and are supposed to arise from dilated lymph 
channels or from hemorrhages between the layers 
of the mesentery. The diagnosis is difficult. 
They are usually not discovered until acute in- 
flammation, obstruction of the bowels or torsion 
of the mesentery occurs bringing about an acute 
condition. The writer has seen one case of a 
multilocular cyst of the mesentery which pro- 
duced obstruction of the bowels before it was 
discovered. It was not diagnosed before opera- 
tion. 

Case No. 8023. The patient B. C. was a boy 
three and one-half years old, and was referred by 
Dr. E. B. Packer of Toulon. He was seen on Jan- 
ary 12, 1921. Two nights before I saw him he cried 
with pain in his abdomen, and his little sister said, 
“A knot raised up in his stomach.” His mother 
felt a hard lump in his abdomen the next morning. 
He was nauseated but did not vomit. He was 
given a physic and his bowels moved well on 
Jan. 11. 

He was brought to the St. Francis Hospital on 


oe OO tO 


~~ 
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Jan. 12. He vomited twice that day but had passed 
no bloody mucus. His mother said the lump was 
no larger than when she first felt it the day before. 
The abdominal muscles were not rigid but a hard 
tumor could be plainly felt in the central and left 
abdomen. This mass was four or five inches in 
diameter. The urinalysis was negative. His tem- 
perature was 101 degrees, pulse 120. Although 
there had been no bloody mucus passed per rec- 
tum, a tentative diagnosis of intussusception was 
made. The true condition did not occur to the mind 
of the examiner. 

The operation revealed a bluish irregular shaped 
mass about five inches in diameter in the left abdo- 
men. It was obvious that the tumor had been there 
some time before it was discovered. When it was 
delivered through the incision it was seen to be a 
collection of cysts at the outer border of the mesen- 
tery of the ileum, and almost surrounding and ob- 
structing the bowel. The intestine proximal to the 
mass was distended, and that distal to the mass was 
collapsed. (See Fig. 2.) One cyst was ruptured 


Mesenteric cysts obstructing the small 
intestine. 


Fig. 2. 


in removing it and a dark cloudy fluid escaped. The 
cysts were removed without resecting the bowel. 
The little fellow made an uneventful recovery. 

The fourth condition to which attention is 
called is intraabdominal torsion of the great 
omentum". In 1907 only sixty-six cases of tor- 
sion of the omentum had been reported in the 
literature, and only seven of these recorded 
intra-abdominal torsion. There are three classes. 

1. Torsion of the omentum within the ab- 
dominal cavity unaccompanied by hernia. 

2. Torsion within a hernial sac. 

3. Torsion not limited to a hernial sac, but 
extending into the abdomen, or where there is 
a twist in both the hernia and abdomen. My 
two cases are in the third group. By far the 
larger number of cases of intra-abdominal tor- 
sion are found accompanied by a hernia. One 
theory as to the cause is anatomical conditions. 
The veins are longer and more tortuous than 
the arteries, and it is thought that the arteries 
form straight cords around which the longer, 
congested veins twist. 


Case No. 2173. The first case of torsion of the 
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omentum seen by the writer was M. D., aged 56, 
seen on April 15, 1910. He was referred by Dr. Wm. 
Cooley. He had had a hernia in the right groin 
from birth. He never wore a truss and it never 
got any larger. On April 9, he felt something give 
in the right groin all at once, and the right scrotum 
became larger and he felt pain in the right lower 
abdomen. He had no symptoms of bowel obstruc- 
tion. He was in bed from April 9 to April 15 with 
a temperature of 99% degrees, pulse 80. 

There was a mass in the right scrotum which 
came out of the right external inguinal ring. <A 
large mass could be felt occupying nearly all of 
the right abdomen. A _ diagnosis was made of 
strangulated right inguinal omental hernia, but I 
was not sure of just what was causing the mass 
in the right abdomen. 

Gangrenous omentum was found in the sac, which 
was ligated and cut off at the internal ring, and the 
hernia was repaired. A right rectus incision was 
then made and the great omentum was : found 
twisted several times from left to right. There was 
a narrow neck up close to the transverse colon, 
and the omentum was ligated there and the large 
mass cut off and removed. A large portion of the 
mass was black and gangrenous. His recovery was 
uneventful and he lived until 1924. 

Case No. 9329. The second case was G. B., aged 
42, and he was seen on Dec. 3, 1922. He had had 
a left inguinal hernia for several years, but it had 
never descended to the scrotum. On November 29, 

hile lifting a heavy box, he felt something slip in 
his left groin. He began to have pain in his left 
groin. The pain grew worse and on Dec. 1 he 
began to have pain in his left abdomen. He vom- 
ited that day, but did not vomit after Dec. 1. 

On Dec. 3, Dr. W. T. Trewyn was called and 
found an irreducible mass in the left scrotum. A 
large mass could be palpated in the left abdomen 
that almost completely filled it. This mass was flat 
on percussion. He was brought to the St. Francis 
Hospital where the findings of Dr. Trewyn were 
confirmed. The first case had not been forgotten, 
so when the mass was found in the left abdomen, 
which had only appeared within a few days, was 
flat on percussion, and was accompanied by a stran- 
gulated omental hernia, a diagnosis was made of 
strangulated left inguinal omental hernia with intra- 
abdominal torsion of the great omentum. 

Gangrenous omentum was found in the sac. The 
abdomen was opened through the left rectus muscle 
and the great omentum was found twisted from 
left to right four or five times. It was attached 
by a narrow twisted pedicle to the colon, and this 
pedicle was ligated and cut and the large mass 
of gangrenous omentum removed. His recovery 
was uneventful. 

A strangulated 


hernia, without 


inguinal 
symptoms of bowel obstruction, with a recent 
appearing large mass in the corresponding side 
of the abdomen, that is flat on percussion, is 
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almost surely a strangulated omental hernia 
with intra-abdominal torsion of the great omen- 
tum. 

If the foregoing reports prove to be any aid 
to you in diagnosing any of your cases the writer 
will have been well repaid for presenting them. 
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ADAMS COUNTY 


The annual picnic of the Adams County Medical 
Society was held at the Big Lake Hunting and Fishing 
Club south of Quincy August 7, as the result of the 
courtesy of the members of that club, of which Dr. 
J. E. Miller is one. The dentists of Adams County 
were invited to join with us. It was an all day meet- 
ing, the members assembling in the morning and de- 
voted their time to boating, fishing, barnyard golf, 
base ball and cards. A splendid chicken dinner was 
served. There was a total attendance of 44, including 
29 members. 

Harotp Swanserc, M, D. 
Secretary. 





COOK COUNTY 
JOINT MEETING OF THE CHICAGO 
OPHTHALMOLOGICAL AND CHICAGO MEDI- 
CAL SOCIETIES 


March 7, 1923. 


Dr. Ropert von ver Heyot, President of Ophthalmo- 
logical Society, in the Chair. 

Cooperative Work Between Medical and Surgical 

Practitioners and Ophthalmologists. 

Dr. Georce E. pe Scuwetnitz of Philadelphia, 
quoted von Graefe’s expression when he first used the 
ophthalmoscope. “Von Helmholtz has unfolded a new 
world to us,” and showed how with improved methods 
of technic, as well as with new instruments, the val- 
ues of observation were greatly enhanced, and the im- 
portance of medical ophthalmoscopy elevated. 

Tracing, very briefly, the advances which had been 
made in general medicine and general surgery during 
this period, he described how the socalled “special- 
ties” (especially ophthalmology) had moved from a 
position of comparative isolation to one of closer 
affiliation with the methods of exact general diagnosis 
and therapy, and why it had become necessary for 
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general medicine, surgery, neurology, etc., to summon 
to their aid the advantages of ophthalmology and 
ophthalmoscopy. 

After detailing some historic data as to the recog- 
nition of refractive anomalies of the eye, he spoke 
especially of Donders’ work, and of the important 
observations of Weir Mitchell in association with 
William Thomson and Ezra Dyer, fifty years ago; 
which did so much to focus the attention of the 
profession on the enormous amount of evil of which 
such refractive errors were capable, and of how their 
correction had revolutionized the treatment of head- 
ache, many functional nervous diseases, gastric dis- 
turbances, etc. 

He expressed the belief that this co-operation be- 
tween internal medicine, neurology and ophthalmology, 
which resulted in Mitchell’s proclamation fifty years 
ago, was the first potent stimulus in the movement 
of correlating special and general work. 

Everywhere progress followed increasing specialism 
and cooperation; this was noticeable in all depart- 
ments of varied activities, and must necessarily be so 
in medicine and surgery, the practice of which, in the 
widest acceptation of the term, was far too complex 
to be the task of any one man. He insisted, that as a 
foundation for socalled special medical and surgical 
work, general training was necessary, postgraduate 
work was essential, and a practical knowledge of 
fundamentals—anatomy, physiology, pathology—of 
paramount importance. The foundation of success- 
ful therapeutic effort in complicated cases consisted in 
painstaking clinical examination, history records, exact 
research and cooperation. 

Dr. de Schweinitz pointed out how frequently a 
local lesion, in the eye or elsewhere, was not an in- 
dependent disease, but a local lesion; that is, one in- 
terpretation of a constitutional difficulty, or a general 
toxemia. Speaking of focal infections, he discussed 


briefly how the resistance of the part affected might 


be reduced by some other agency, and the localization 
of the germs thus determined. Such an agency might 
be chemical, physical, or depend upon a chronic in- 
fection, and examples illustrative of the influence of 
such agencies in these circumstances were given. He 
also discussed briefly the care which must be ex- 
ercised in hunting for a focus of infection, but dep- 
recated any tendency to sacrifice teeth, for instance, 
before expert examination had proven that extraction 
was necessary, and that in no other way could ster- 
ilization be obtained. He spoke of the dangers of 
exploration of the paranasal sinuses, and the respon- 
sibilities which rested upon those concerned in work 
of this character. 

He concluded with the record of a number of case 
histories which illustrated the value of cooperative 
work between the family physician, internist, surgeon, 
oto-laryngologist, ophthalmologist and dental surgeon, 
and laid great stress on accurate history taking as an 
adjunct in all this work. A brief reference was made 
to those patients who had many times been examined, 
that is, those who had had frequent laboratory tests, 
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etc.; an endeavor should be made to utilize previous 
work as far as possible. He discussed the advantages 
of indicating “leads” in such cooperation, coming, as 
the case might be, from the general or the special 
standpoint; if such “lead” failed to bring the searcher 
to the cause, naturally others could be followed un- 
til the investigation was completed. 

The essayist spoke of the advantages of consulta- 
tion between the medical man and the ophthalmologist 
before certain remedies were employed in a given 
case, altho indicated by the cause of the malady. It 
was an easy matter, he urged, to find out from the 
practitioner whether in his experience such and such 
a remedy had been tried, and if so, what its results 
had been. Some rather startling unfavorable results 
after the administration of tuberculin were mentioned. 
The advantages of early recognition of vascular les- 
ions in eyes was referred to, as well as the advantages 
in these circumstances of early treatment from the 
general standpoint. 

Dr. Josepx M. Patton, speaking from the medical stand- 
point, felt that all physicians should take Dr. de Schweinitz’s 
very able paper as a sort of criticism of their methods of 
handling some patients. He doubted if the average general 
practitioner would ever be able to make his ocular examina- 
tions for himself, and was convinced that much might be 
gained by the cooperation so strongly advocated. In the hos- 
pital, as a routine measure, there was cooperation with the 
oculist in all cases involving the diagnosis of intracranial con- 
ditions, blood dyscrasias, toxemias, and frequently of the 
cardiorenal disorders associated with hypertension. In private 
practice, this was often neglected, and in office practice, espe- 
cially, the profession was open to criticism for failing to take 
advantage of the aid which the ophthalmologist could give. 

He had for many years made it a practice to send his 
patients to a competent ophthalmologist whenever anything 
suggestive of involvement of the eye came up, so that he 
would know what the condition of the eye was and whether 
he was missing any of the symptomatology. 
times symptoms in the eye premonitory to general symptoms 
in the patient’s economy, and by this cooperation one could 
check up the course the therapeutic steps should take. 


Endocrinology was in the transitional stage and probably 


overworked, but in many cases where the ductless glands were 
apparently at fault, much information could be obtained from 
careful examination of the eyes. He believed that an ophthal- 
mologist should not give a definite opinion on any case without 
going thoroly into the history of the patient. The value 
of cooperation to the general practitioner lay in getting an 
opinion from a man who had knowledge of the eye and could 
correlate it with his general knowledge of the economy, but 
this aid has been neglected because the cooperative spirit 
had not been in force. The vascular relations should be 
studied in every case, and there was no place where changes 
were shown as early and as prominently as in the eyegrounds. 
He considered the paper not only timely but full of wise advice 
to the general practitioner. 

Dr. Epwarp Jackson, of Denver, said that essentially the 
subject presented by the speaker of the evening was a ques- 
tion of cooperation, between those who had different ex- 
periences and different viewpoints; and cooperation was only 
possible under certain conditions. Two of these conditions 
appeared as essential. It had been emphasized that many 
ophthalmologists, general practitidners and surgeons who were 
good men did not appreciate that nimbus of professional 
knowledge that existed outside of their own experience, and 
it was possible to utilize this only through coordination of 
one’s own experience with truths recognized by another man’s 
intelligence. Coordination of individual experiences becomes 
possible through two things: First, a basis of common pre- 
paratory study, the basis of the general medical course that 
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all good specialists had gone through, which gave a common 
means of transmitting to each other the views that were often 
the most suggestive and valuable. 

The other point that must not be lost sight of was the very 
practical point, that two men who had different training could 
cooperate fully only if they had the habit of cooperation. 
The personality of the consultant and the acquaintance of the 
two men played a great role in the matter. Consultation was 
the exchange of ideas of two independent thinkers and investi- 
gators, and it did not reach its highest possibilities until they 
had consulted many times and knew each other, as well as 
each knew his specialty. 

An ophthalmologist would care for the opinion of a par- 
ticular internist, or a particular surgeon. The general prac- 
titioner would have his favorite consultants; and to him the 
opinion of those particular tried friends, with whose intellec- 
tual processes he was familiar, was worth more than the 
opiniin of the equally serious student with whom he was 
not familiar. 

The matter of working together might be fostered by group 
practice. It had been fostered not only by the meeting of 
friends in consultation, but by the meeting of friends and ex- 
changing of views when there was no patient present, and no 
consultation on any particular case. Many possibilities of co- 
operation among the different individuals of the profession 
were just now being apprehended and experimented with, and 
were still to be developed. 

Dr. Georce F. Suxer emphasized the need of bearing in 
mind the plain facts stated in the paper. He thought all were 
more or less guilty of neglect in taking advantage of available 
facts, and too hasty in making examinations and drawing 
conclusions. He believed one of the most important things 
was careful history taking, particularly among ophthalmologists, 
who were so likely to see the eye and nothing else. The eye 
should be looked upon only as a part of the general economy, 
and an effort made to find out what was the matter with the 
latter, and whether the individual part fitted in with the 
whole. 

He always made it a point to speak on the relation of the 
eye to general diseases in such a way, that the general practi- 
tioner might find some things of interest. The ophthalmologist 
must pay particular heed and attention to what the family 
physician, be he at the crossroads or in the city, had to say 
about the patient he referred. It was his knowledge, as the 
family physician, that oftentimes gave the clew necessary 
for the successful treatment, and the great thing was to be 
more fraternal in the correlation of the findings and views. 

It was well for the general practitioner to attend the meet- 
ings of the ophthalmologists and much more necessary for the 
ophthalmologists to attend the general meetings. Dr. Suker 
was of the opinion that one could not at present treat any 
condition of the eyes, except perhaps the simple refractive 
errors, without taking into consideration the entire makeup 
of each individual patient, and no organ should be left out. 
Diagnosis made by exclusion was far better than diagnosis 
made by inclusion, and consultation would prevent jumping 
to conclusions, as the profession was so prone to do. A simple 
consultation, not necessarily with the patient present, often- 
times led to better thinking and analysis of the case. There 
was often opportunity to “talk shop” at luncheon, and this 
did much to harmonize the interests between the various 
specialists and to review many points that were lost sight of 
in an office practice. 

Dr. A. J. Ocusner believed the ideas Dr. de Schweinitz 
had brought forward would be applied very much more 
commonly in the future, because the specialist in the future 
was going to be a doctor. If there was any one the general 
practitioner and the surgeon should fight shy of, it was the 
specialist who was not a doctor; but who became a specialist 
immediately upon leaving medical school, because specialism 
was easier and promised to be more profitable than the tedious 
general practice. The hospitals now made it possible for the 
recent graduate to spend several years in becoming thoroughly 
familiar with medicine in general before specializing. Through- 
out the address of Dr. de Schweinitz, it could be felt that he 
spoke not only as a specialist, but as a doctor. 
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Dre. Wittram H. Wiper said that the address brought 
home the importance of cooperation in this age of specialties, 
and all could appreciate the truth of Dr. de Schweinitz’s 
statement that there was a danger in specialism if the specialist 
had not the background of general training. The specialist had 
no contention against the general practitioner, or the general 
practitioner against the specialist, but unquestionably the special- 
ist was frequently to blame for not seeking cooperation. It 
took the ophthalmologist a quarter of a century to convince 
the practitioner that such a thing as strain of the ciliary 
muscle of the eye might excite general headache, but finally 
he was convinced and sent many of his cases of headache to 
the specialist. 

One now frequently saw the specialist engaged in the study 
of cases of headache to the discredit of the ophthalmologist, 
who frequently failed to differentiate the varieties of headache. 
He might see a case of migrain, typical or atypical, which he 
thought he could cure by a slight change of glasses. One fre- 
quently saw cases with slight change, in which the specialist 
failed to see that the case was out of his province. 

On the other hand, he thought it essential to keep constantly 
before the general practitioner the necessity of seeking the 
aid of the ophthalmologist. It was well known that in certain 
conditions of intracranial pressure, the optic nervehead would 
show a condition that was choked disc. Where the result was 
a mechanical one, it was more an edema and not so much a 
neuritis. The practitioner, knowing this to be true, after 
getting a negative report from the ophthalmologist, would 
often be content to base his opinion on this, when he should 
know that the swelling of the optic disc might appear at any 
stage of the growth that was causing the intracranial pressure, 
and might not appear until a short time before the lethal 
termination of the case. 

The general practitioner should never feel that one report 
was final. Repeated examinations were necessary, for when 
this important sign did appear it was of great value. Ex- 
change of ideas between the practitioner and the thoughtful 
ophthalmologist was extremely valuable, and the speaker thought 
they should be very grateful to Dr. de Schweinitz for introduc- 
ing the subject. 

Dr. pe Sweinitz, in closing, said his object in bringing up 
what seemed to be a desultory array of facts, with which all 
were familiar, was to make a plea for the cooperative work, 
which had been described between the great major specialists, 
for the minor specialists which fitted into each other's work, 
so that the whole thing might he complete. 

Crarence Loes, 
Corresponding Secretary. 





. PIKE COUNTY 

The Pike Couty Medical Society met in Barry July 
31, 1924, with twenty-nine physicians present, mem- 
bers and guests. 

Letter of Dr. Whalen in reference to the commem- 
oration of the “Diamond Jubilee” or seventy-fifth an- 
niversary of the organization of the Illinois State 
Medical Society read and enthusiastically endorsed. 

Dr. Audrea of the Pike County, Mo, Society took 
the floor and invited all members and guests to the 
big gathering and outing of that Society at Louisiana, 
Mo., in September. 

Dr. Nickerson of Quincy, Past President of the 
State Society was called on and made an interesting 
address; the main thought was the comparison of 
the Medical Practice with that of fifty years ago. Dr. 
Pearce of Quincy invited the members and guests to 
the monthly meetings of the Adams Co. Society and 
Dr. Deal of Springfield invited all to the regular meet- 
ings of the Sangamon Co. Society: these gentlemen 


SOCIETY PROCEEDINGS 


being the Presidents of their respective societies. 1 
Harold Swanberg of Quincy tendered the Pike Co. 
Society space in the Quincy Medical Bulletin to use 
in lieu of a Bulletin of their own. This was accepted 
cordially by the Society. 

Dr. H. C. Blankmeyer of Springfield read an up- 
to-the minute paper on “The Importance of a well- 
functioning Thyroid in early life.’ This was prob- 
ably one of the best papers on™ the endocrines ever 
listened to by the members. 

Dr. W. E. Shastid of Pittsfield read a paper on 
“China and Chinese Therapy.” 

Dr. Don Deal of Springfield next read a remarkably 
instructive paper on “Lung-Surgery:” this embodied 
the latest operative procedures and much original work 
along this line and Dr. Herman Cole, also of Spring- 
field, discussed the subject brilliantly from the stand- 
point of medicine. Dr. Walter Bain also of Spring- 
field was expected to take up the subject from the 
pathological standpoint but was unable to be present. 

Dr. J. I. Doss of Milton was called away so he was 
unable to present his paper on “Dyspepsia.” 

Councilor H. P. Beirne, M. D., of Quincy, gave a 
very instructive and entertaining address on “Quartz 
and Photo Therapy.” This also was discussed prof- 
itably by a member. 

Dr. H. M. Camp of Monmouth, Secretary of the 
Illinois State Society, expected to be present and read 
a paper on “Observations” but was unable to be present 
because he had expected to fly from Monmouth to 
Barry and his pilot was soaring above the corn-fields 
of Iowa and did not get to Monmouth in time to take 
him up. 

The Society adjourned at 5 P. M. after one of the 
largest and most profitable sessions in its history. 

W. E. Suastp, 
Secretary. 

Dr. C. J. Gose of Kinderhook was not well enough 
to read a paper, so he wrote the following poem for 
the occasion. 


THE CHIROPRACTOR 
If there’s anything the matter 
With your kidney, heart or lung— 
Go see the Chiropractor; 
Have your spinal column wrung. 


He'll sublux all your joints 
And remove the kinks and curves 
From your neck and back and belly 
When he traces out the nerves. 


He will search your sylphian 
For a bone that lops and slides 

On a nerve that roams around 
To the middle and both sides 


If you have a burning bunion, 
Or your pep’s a little slack; 
The Chiroprac can fix it 
By just feelin’ of your back. 
Dr. C. J. Goss, 
Kinderhook, III. 
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Marriages 


WarRNER SmiTH Bump to Mrs. Ruth Smith 
Bevan, both of Chicago, July 22. 

Frank J. Come ik, Joliet, Ill., to Miss Geor- 
giana Vonasek of Chicago, July 7. 

Osmon C. Cuurcn, Quincy, Lil., to Mrs. Mary 
Easterly, Ullin, Ill, July, 1924. 

DonaLp ©. Conzerr, Chicago, to Miss Helen 
Jane Castleman of Elmhurst, Ill., at Chicago, 
June 10. 

Grorce J. Mavutz to Bessie L. Grant, both of 
Springfield, Ill., July 11. 

Wittiam A, Micnart to Miss Garnet Groff, 
both of Peoria, Ill., June 7. 

Joun L. Taytor, Waukegan, IIl., to Mrs. 
Crystal Eaton of Libertyville, Ill., June 14. 

A. Martin Swanson, Rockford, Ill, to Miss 
Alice Bowman, Guilford, IIL, June 25. 

HemMAN Spatpine to Miss Lagreta M. Dunn, 
both of Chicago, August 9, 1924. 

Artuur Saunt Sanpier to Miss Reba Oster, 
both of Chicago, August 24. 

Corwin Spencer Mayes, Springfield, Ill., to 
Miss Lola Raney of Rochester, July 28. 

Eimer E. Sexton, Carlinville, Ill., to Miss 
Katherine Homer of St. Louis, recently. 

Freperick Oscar Toxney to Agnes Virginia 
Morin, August 16. 





Personals 


Dr. William H. Baker, Quincy. has been elected 
president of the city board of health. 


Dr. Louis C. Taylor, Springfield, has been 
re-elected president of the Sangamon County 
Tuberculosis Sanitarium Board. 

Drs. George F. and Gladys H. Dick have ac- 
cepted an invitation to address the fifth annual 
conference of Ohio health commissioners at Co- 
lumbus in November. 

Dr. William 8. Keister, director of the joint 
health activities of Charlottesville, Va., Alber- 
marle County and the University of Virginia, 
has been appointed director of the health depart- 
ment of Decatur. 

Dr. H. Gideon Wells, professor of pathology 
at the University of Chicago, addressed the 
Northern Minnesota Medical Association, Du- 
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luth, August 5, on “The Relation of Heredity to 
Cancer.” 


Dr. Truman W. Brophy was made an officer of 
the Legion of Honor of France by the president 
of the French republic, August 1. Dr. Brophy 
is en route to Luxemburg to attend a meeting 
of the International Society of Dentistry, of 
which he is president. 


Ralph S. Lillie, Ph.D., of the Nela Research 
Laboratory, Cleveland, has been appointed pre- 
fessor of physiology, and William H. Taliaferro, 
Ph.D., of the Johns Hopkins University School 
of Hygiene and Public Health, Baltimore, asso- 
ciate professor in the department of hygiene and 
bacteriology at the University of Chicago. 





News Notes 


—The 
been taken over by the city as the result of a 
recent vote. 


Surnham Hospital, Champaign. has 


—It is planned to erect a $50,000 hospital 
building at Benton in the near future. 

—Bids have been closed for the erection of 
a $150,000 addition to the Wabash Railroad 
employees’ hospital at Decatur. 

—The Will County supervisors have approved 
plans for a county tuberculosis hospital that will 
cost $125,000. Dr. Philip D. McGinnis, Joliet, 
is a member of the sanatorium board. 

—The St. Clair County Tuberculosis Society 
has started a movement to establish a county 
tuberculosis hospital. Dr. C. 8S. Skaggs, Belle- 
ville, is a member of the committee in charge 
of preliminary arrangements, the first step being 
a presentation of this question to the people at 
an election for a bond issue. 

—L. W. Yost, a chiropractor of Port Byron, 
has been arrested following the death from diph- 
theria of a lad by the name of Dale Dillin, Hins- 
dale, it is reported. Yost was charged with 
practicing medicine without a license and was 
released on $500 bonds. It is said he treated 
this patient for chiropractic 
methods before a physician was called. The 
chiropractor was also quarantined by the state 
health department. 


several days by 


—Wabash County has completed arrangements 
for creating a full-time health department on an 
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annual budget basis. A full-time medical direc- 
tor will be employed to assume charge of the 
work. This is the-second county, the other being 
Crawford County, to establish a health unit by 
the co-operative efforts of the state, the federal 
government and the International Health Board 
of the Rockefeller Foundation. 

—lIt is reported that a fifteen-story clubhouse 
for physicians and dentists, to be known as the 
Medical Arts Club, will be erected on Lake 
Shore Drive at Ontario street. The first ten 
stories will be built next spring, comprising an 
auditorium, banquet hall, grill room, library, 
ballroom and 100 sleeping rooms. The building 
will be the home of the Chicago Medical Society 
and the Chicago Dental Society. 

—The U. 8S. Public Health Service has ar- 
ranged to extend its relief work in South Chi- 
cago by the establishment of an outpatient relief 
station at 3018 East Ninety-first street. Mer- 
chant seamen from the vessels docking in that 
vicinity will now be able, when sick or injured, 
to secure medical relief. Patients needing hos- 
pital care will he sent to the Marine Hospital, 
1141 Clarendon avenue, under which the new 
station will operate as a branch. 

—The old Rush Medical College building at 
Harrison and Wood streets, erected in 1875, is 
now being wrecked, to be replaced by the Raw- 
son Laboratory of Medicine and Surgery, the 
construction of which is part of the expansion 
program of the University of Chicago. The new 
structure, which will be five stories high and cost 
about $500,000, will house the Central Free Dis- 
pensary and the classrooms, and be connected 
with Senn Memorial Hall and the Presbyterian 
Hospital. 

—The Illinois State Department of Health 
has begun a survey of public and private water 
supplies available to tourists along the highways. 
The source of each supply will be inspected and 
samples of the water analyzed. Those found to 
he reasonably safe for drinking purposes will be 
conspicuously marked by attaching to the pump 
or faucet an official safety seal. When conditions 
make the use of a seal impracticable, a certificate 
will be used, and a stencil may be used to supple 
ment both seal and certificate. The first seals 


will appear between Springfield and Danville on 
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State Highway No. 10 about the middle of 
August. The survey will extend along the hard 
roads system first, but eventually will include all 
important highways. The primary object is the 
prevention of typhoid fever. 

—Dr. Frank Deacon has purchased the Jack- 
son Park Hospital, 7531 Stony Island avenue, 
for $225,000, it is reported. 

—Plans are being made for a $300,000 addi- 
tion to St. Vincent’s Infant and Maternity Hos- 
pital, 721 North LaSalle street. 

—Dr. Ira O. Paul, Rockford, was fine] $200 
and costs, August 15, on a charge of disorderly 
conduct preferred by one of his patients, it is 
reported. 


—The State Department of Health has ar- 
ranged for a conference at Springfield early in 
September which will be an organization meet- 
ing for the creation of a state council of child 
health agencies. Every organization which oper- 
ates on a state-wide scale in the field of maternity 
and child hygiene has been invited and most of 
them have accepted the invitation. The object 
of the council will be to create a clearing house 
for all problems in the field of child health serv- 
ice, and the first conference is expected to result 
in the adoption of a constitution and a name 
for the organization of permanent officers and 
the appointment of committees. , 

—At a meeting, August 13, of the program 
committee of the Chicago Medical Society with 
officials of the branch societies, plans were made 
for the weekly meetings of the central society for 
the coming season to include (1) one meeting a 
month devoted to thirty-minute clinical lectures, 
three an evening. on related subjects given by 
the best clinical teachers in the city; (2) one 
meeting a month devoted to a symposium, the 
floor to be open to all members for discussion ; 
(3) one meeting a month devoted to prominent 
out-of-town speakers, and (4) one meeting a 
month devoted to joint meetings with branches 
of the society, the branch being given the oppor- 
tunity of presenting the program. 





Deaths 


Wituiam A. Bucmanan, Paris, Ill.; Miami Medical 
College, Cincinnati, 1875; aged 76; died, August 8. 


Joun H. Crew, Chicago; University of Maryland 
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School of Medicine, Baltimore, 1863; a Fellow, A. M. 
<.; president and emeritus professor of Medicine at the 
Chicago Policlinic; aged 82; died, August 14, of car- 
cinoma of the prostate. 

CuHartes H. Fecers, Sr., McHenry, Ill.; Chicago 
Medical College, 1879; aged 78; died, August 7, of 
heart disease. 

Joun Wiut1am D. Mayes, IIliopolis, Ill.; Louisville 


(Ky.) Medical College, Louisville, 1876; formerly 


county physician of Sangamon County and president of 


the Illiopolis Board of Education; aged 71; died, 
August 1. 

Aten C. Barnes, Ill.; Rush Medical 
College, Chicago, 1888; aged 69; died, July 21, at St. 


Hospital, Peoria, hemorrhage. 


Glasford, 
Francis’ of cerebral 

Ricuarp J. Bicxerpite, Chicago; National Medical 
College, Chicago, 1898; died in Los Angeles, August 
10, aged 64, following a long illness. 

Grace Harriet CAMPBELL, Chicago; Woman’s Med- 
ical School of Northwestern University, Chicago, 1899; 
a Fellow A. M. A.; on the staff of the Mary Thompson 
Hospital; formerly an associate in pediatrics at Rush 
Medical College, and president of the Medical Woman’s 
Club; died suddenly at her summer home, Fennville, 
Mich., August 1; aged 46. 

Atonzo B. Carpet, Shawneetown, Ill.; Marion-Sims- 
Beaumont Medical College, St. Louis, 1902; a Fellow 
A. M. A.; died, August 4, aged 56, as the result of 
injuries received in an automobile accident. 

Henry A. Harey, Champaign, Ill.; Chicago Home- 
opathic Medical College, Chicago, 1882; died, July 19, 
of senility; aged 94. 

CuHartes E, Harnsspercer, Alhambra, Ill.; Missouri 
Medical College, St. Louis, 1880; aged 60, was killed, 
August 4, when the automobile in which he was driving 
was struck by a train. 

Norton W. Jipson, Chicago; Chicago Medical Col- 
lege, Chicago, 1889; a Fellow A. M. A.; on the staff 
of the Lakeside Hospital, member of the Chicago His- 
torical Society; died suddenly at his home, August 
5; aged 58, 

Jutius Franz Kowsky, Chicago; Dearborn Med- 
ical College, Chicago, 1906; a Fellow A. M. A.; on the 
staff of the Rebert Burns Hospital; died suddenly. 
August 1; aged 46, of heart disease while en route 
to Honolulu. 

Georce B. Rawuincs, Eldorado, Ill., (licensed, IIl- 
inois, 1878); aged 78; died June 7, of heart disease. 

VESPASIAN STOOKEY, Ill. ; 
Physicians and Surgeons, Keokuk, Iowa, 1882; 
73; died, July 4. 


SAMUEL JoHNSON WALKER, Chicago; died in Lake 


Colchester, College of 


aged 


Forest, August 19, aged 57 years, of cerebral hemor- 
rhage; a Fellow A. M. A.; He was graduated from 
Yale in 1888, and studied medicine in Northwestern 
University Medical School, from which he received 
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his degree in 1894; then followed two years of post- 
graduate study in Europe. He was adjunct professor 
of diseases of children in the College of Physicians 
and Surgeons, Chicago, from 1900 to 1903, and pres- 
ident of the Chicago Pediatric Society, 1904-1905. He 
served also as attending physician to the Passavant 
Memorial Hospital, St. Vincent’s Infant Asylum and 
the Children’s Memorial Hospital. During the World 
War he was sent by the Red Cross for ten months’ 
service in the mountainous region of Macedonia and 
Greece, giving special attention to the care of typus. 
For this work, he received a special decoration from 
the king of Greece. 

Marcus Rotta Damron, Pickneyville, I1l.; Medical 
Department of the National University of Arts and 
Sciences, St. Louis, 1916; aged 35; died, July 15, at 
the Barnes Hospital, St. myelogenous 
leukemia. 


Louis, of 


GreorceE Ermer Lyon, Decatur, Ill.; University of 
Illinois College of Medicine, Chicago, 1902; aged 45; 
was drowned in Silver Lake, July 27, near Mears, Mich. 

Henry Cray Ropsstns, Creston, Ill.; Ecletric Med- 
ical Institute, Cincinnati, 1861; Civil War veteran; 
formerly a druggist; aged 88; died, July 13. 

SAMUEL GILBert SmiTH, Herscher, IIl.; Hahnemann 
Medical College and Hospital, Chicago, 1894; member 
of the Illinois State Medical Society; aged 57; died, 
July 24. 

BertRAM WELTON Sippy; well known for his work 
on diseases of the stomach and gastro-intestinal tract 
and as a clinical teacher of marked ability, died sud- 
denly of heart disease, complicating diabetes, at his 
summer home near Ludington, Mich., August 15. Dr. 
Sippy was born in Neptune, Wis., Oct. 30, 1866. He 
attended the University of Wisconsin, 1884-1887, and 
then went to Rush Medical College, where he received 
his medical degree in 1890. He served for two years 
as an interne in the Cook County Hospital, and then 
was for three years assistant chief surgeon of the 
Northern Pacific Railroad. In 1895, he went to 
Vienna for one year of post-graduate study, and on 
his return became instructor, and later assistant pro- 
fessor of medicine in Rush Medical College and the 
University of Chicago. A Fellow A. M. A. He was 
a member of the Association of American Physicians 
and the American Gastro-Enterological Association, 
and attending physicians at the Presbyterian Hospital 
and other Chicago institutions. Dr. Sippy was espec- 
ially well known for his system of treatment of gastric 
and duodenal ulcers, a method elaborated on the basis 
of physiologic and chemical studies. He contributed 
special articles on this condition to periodical literature 
and to such works as the Oxford and Nelson Systems 
of Medicine. He was an indefatigable worker, attend- 
ing a large clientele and giving instruction to numerous 
students, assistants and practitioners. During recent 
years he had devoted much attention also to the care 
of his country estate near Ludington. 





